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Dit is moontlik dat gebruik gemaak is van kunsmatige 
inseminasie by die mens nog voor die bekende werk 
van Spallanzani. Home maak in 1799 melding van ’n 
geslaagde geval van John Hunter waar laasgenoemde 
kunsmatige inspuiting van semen van ‘’n man met 
hypospadie aanbeveel het, en sodoende swangerskap in 
die pasiént se vrou verwek het.”” 

Die hedendaagse belangstelling in steriliteit het die 
saak oor die hele wéreld onder bespreking gebring. 
Veral in die Verenigde State van Amerika word baie 
geskrywe, en was daar in 1941, volgens Seymour en 
Koerner,** reeds ongeveer 10,000 gevalle bekend waar 
kunsmatige inseminasie met skenkersaad (KIS) toegepas 
is. Folsome '* het in 1943 ’n hewige kritiek op boge- 
noemde werk gelewer en dit is moontlik dat die syfer *n 
verkeerde indruk gee. In die laaste 15 jaar word dit hoe 
langer hoe meer gebruik. Onlangs* is daar bereken 
dat 0 -001-0 003° van die geboortes in die V.S.A. 
moontlik aan KIS te danke is. Plaaslik, in die Unie, is 
dit algemeen bekend dat kunsmatige inseminasie gebruik 
word en daar is geneeshere wat openlik KIS in die 
private praktyk toepas. Dit is dus hoog tyd dat al die 
ingewikkelde geneeskundige, psigologiese, wetlike, teolo- 
giese, eugenetiese, morele, etiese en sosiologiese aspekte 
van kunsmatige inseminasie bespreek word om die 
onsekerheid wat daar tans bestaan, te verwyder. 


OMSKRY WING 


Met kunsmatige inseminasie word bedoel die gebruik 
van ander metodes as die normale seksuele gemeenskap 
om spermatozoé in die skede, baarmoedernek of baar- 
moederholte aan te bring. Die gebruik van die term 
,kunsmatige bevrugting’ is nie juis nie, daar bevrugting 
op die gewone manier geskied. Daar word ook van 


* Referaat gelewer voor die Jaarvergadering van die Afdeling 
Geneeskunde, van die Fakulteit vir Natuurwetenskap en 
Tegniek, van die Suid-Afrikaanse Akademie vir Wetenskap en 
Kuns, op 17 Junie 1955 te Pretoria. 


shomologiese’ en ,heterologiese’ inseminasie geskrywe, 
menende die gebruik van semen van die eggenoot en *n 
ander buitestaande skenker respektiewelik; dit is egter 
juister om gebruik te maak van die term kunsmatige 
inseminasie-man (KIM), waar dit die eggenoot se saad Is, 
en kunsmatige inseminasie-skenker (KIS), waar dit nie 
die eggenoot se saad is nie. KIM beteken dan AIH 
(Artificial Insemination Husband) en KIS staan gelyk aan 
AID (Artificial Insemination Donor). 

Hierdie referaat bevat hoofsaaklik gedagtes oor die 
mediese en wetlike aspekte van die vraagstuk. 


GENEESKUNDIGE ASPEK 


Kunsmatige Inseminasie-man 


Om eerstens die geneeskundige kant te behandel, 
word kortliks die moontlike redes vir kunsmatige 
inseminasie met die saad van die eggenoot genoem. Hier 
tree die ander moeilike vraagstukke maar min op en is 
die enigste vraag waaroor verskil van mening ontstaan 
het die metode van versameling van die saad. Die 
Roomse kerk o.a. verset hom teen masturbasie,*® en vind 
dit alleen goed om die semen wat deur seksuele gemeen- 
skap tussen man en vrou in die skede aangebring word, 
te gebruik. Die versameling van semen deur masturbasie 
waar dit vir die man moontlik is, het die voordele dat 
asepsis, die tyd van versameling, asook enige moontlike 
behandeling voor inspuiting van 6f die vrou Of die saad, 
die konsentrasie van semen, ens., makliker en beter 
gereél kan word. Buitendien berus verskillende aandui- 
dings vir die gebruik van KIM op die onmoontlikheid 
van normale coitus. 

Die volgende aanwysings vir KIM word beskrywe: 
Toestande waar spermatozoé nie die cervix bereik nie, b.v. 
impotensie, hypospadie, vaginismus, te vroeé uitstorting, 
gewasse, vetsug, ens. Dit word ook aanbeveel in gevalle 
waar die cervicale-afskeiding sogenaamd antagonisties 
is.°% Dan is daar groot meningsverskil oor gevalle van 
oligospermia, oligozoéspermia en asthenozodspermia. 
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In dié verband kom die eugenetiese vraag voor of die 
doelbewuste voortsetting van ‘n gebreklike geslag 
aanvaar moet word. 


Dit gebeur maar selde dat daar swangerskap volg in 
sulke gevalle en, waar dit gebeur, kom aborsies dikwels 
voor. Volgens Lane-Roberts en sy medewerkers 
kan bevrugting bewerkstellig word in 30% van gevalle 
en voltydse geboortes in 15°, met cervicale KIM. Dat 
swangerskap, ten spyte van besonder lae spermatozoé- 
getalle, kan volg, is bewys deur White en Barton.** 
Hulle beskrywe 4 gevalle waar bevrugting met semen van 
slegs 1 miljoen of minder spermatozoé per mil. geskied 
het. Daar het 2 aborsies en | voltydse swangerskap 
gevolg, en een pasiént was 4 maande swanger toe hulle 
verslag gelewer het. Russell ** het inteendeel 34 gevalle 
van swangerskap met oligozodspermia beskrywe en 
geen vermeerdering van aborsie of oorgeérfde afwykinge 
gevind nie. 

Waar azoéspermia weens versperring in die epididymus 
of vas deferens veroorsaak word, het Adler en Makris ? 
een pasiént bevrug met KIM waar lewendige spermatozoé 
gedurende biopsie van die testis verkry is. 

Wat KIM betref, is die uitslae oor die algemeen baie 
teleurstellend, byvoorbeeld Hanson en Rock '® wat 7 
swangerskappe in 92 gevalle kan toon, waarvan 4 
lewendige kinders gebore is, een doodgebore en 2 
miskrame. Daar bestaan geen rede om KIM uit te voer 
ten einde raad in gevalle waar geen oorsaak vir die 
gebrek aan die voortbrenging van ’n nageslag by die 
egpaar gevind kan word nie. 


Kunsmatige Inseminasie-skenker 
Die aanwysings vir KIS kan kortliks gestel word. 


Waar volledige ondersoek voldoende bewys dat ’n 
getroude man aan ’n ongeneesbare volkome steriliteit 
ly en waar albei die man en die vrou spontaan die wens 
uitspreek dat KIS toegepas moet word, bestaan daar ’n 
prima facie regverdiging daarvoor. Die verantwoordelike 
geneesheer moet nietemin die wysheid van ’n Salomo 
oortref om al die netelige probleme wat nou voor die 
dag kom, op te los. 

Behalwe by gevalle van permanente steriliteit van die 
man, word KIS ook aanbeveel in Rh-teenstrydigheid, 
oorerflike genetiese afwykinge in die man se familie en 
uitermate swak semen wat getalle of gehalte betref. 


TEGNIESE ASPEK 


Die geneesheer moet hom tevrede stel dat die egpaar 
geskik is om kinders op te pas, dat die huisgesin ’n 
behoorlike omgewing vir kinders sal wees, dat die 
huwelik duursaam is en dat albei van die egpaar baat sal 
vind by die semi-aanneming; buitendien moet hy die 
skenker kies. Laasgenoemde moet van dieselfde uiterlik, 
ras en geloof as die kastige vader wees, hy moet self 
pater familias wees, en nie minder as 30 jaar oud nie om 
sy eie stabiliteit en bekwaamheid te bewys. Daar moet 
geen anamnese van liggaamlike of geestelike kwale by 
hom of sy bloedverwante wees nie en hy moet saad van 
prima kwaliteit besit! °°. 33.39 Tt may be difficult 
to discover a man who is such a paragon of virtue and 
who is willing to act as donor,’ lui een van die gevolg- 
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trekkings van die Sweedse Mediese Vereniging wat later 
weer genoem sal word." 

Die medikus moet die skenker ondersoek, sy bloed- 
groep en Rh-status moet vasgestel word, en die Wasser- 
mann toets laat doen. Onder geen omstandighede mag 
dit bekend gemaak word wie die skenker en wie die 
ontvanger van die saad is nie. 

Al die verantwoordelikheid neem die dokter op 
homself: daar word te veel van hom verwag—hy moet 
hier optree as geneesheer, staatmaker-psigoloog, sosiale 
werker, versamelaar van saad, waarséer en moontlik 
medepligtige aan meineed.*: 

Laat ons vir *n oomblik van die ander moeilikhede 
afstap; daar is besluit dat KIS uitgevoer moet word. 
Daar die eiersel maar 24 uur na die breuk van die 
Graafse follikel vrugbaar bly, en aangesien dit waarskyn- 
lik is dat spermatozoé nie meer as 2 tot 3 dae na uit- 
storting in die vroulike geslagsorgane in staat is om 
die ovulum in te dring nie, moet die juiste tydstip 
taamlik presies gekies word. 

Daar word gebruik gemaak van die Ogino-Knaus- 
gesegde dat ovulasie gewoonlik 14 dae voor die volgende 
maandstonde plaasvind.* Die temperatuur-veranderinge 
gedurende die siklus kan van nut wees,”* vaginale smeer- 
ondersoek en endometriale biopsie word beskrywe, 
mittelschmerz kan help en die aard van die cervix-slym 
is belangrik—gedurende ovulasie is dit minder taai en 
troebel. Ander biologiese toetse wat baie juis die oomblik 
van ovulasie sou aandui,'* word ook aanbeveel. 

In die praktyk kom dit daarop neer dat inseminasie 
2 of 3 maal per maand om en by die verwagte ovulasietyd 
geskied. Swangerskap kan nie in die eerste siklus verwag 
word nie en dit mag nodig wees om n jaar lank vol te hou, 
of selfs langer. Selfs dan maak skrywers aanspraak op 
15-45°% van geslaagde gevalle, nie meer nie.** 

Bunge® en sy medewerkers het semen met gliserol 
(9 : | dele) gemeng en bevries tot—70°C. Drie maande 
later was daar, na vinnige ontdooiing in ’n waterbad 
van 37° C, gemiddeld 67% van die oorspronklike 
lewendige spermatozoé nog lewendig, en blykbaar 
normaal. Hulle beskrywe die geboorte van 2 normale 
kinders waar bevrugting gevolg het op die gebruik van 
bevrore semen wat respektiewelik 5 en 6 weke oud was. 
Die moontlikheid om spermatozoé in ’n bevrore toestand 
maande lank te bére, maak die daarstelling van ’n saad- 
bank °n praktiese moontlikheid. Ek kan nie nalaat om 
die woorde van die redakteur van die Obstetrical and 
Gynecological Survey weer te gee nie.” Hy skrywe oor 
,a semen bank, with, | suppose properly classified and 
typed specimens carefully tucked away in the deep freeze 
for the benefit of future generations. Anyone who might 
ever achieve greatness would have to submit to being 
tapped as a service to future mankind. Imagine such a 
semen bank of the future on a busy day, with an emer- 
gency call coming in, for example, from a family with 
strong musical aspirations and the poor overworked 
attendant replying, “One order of Liberace special 
coming up.” The mind is staggered at the limitless 
eugenic possibilities of such a seminal depository, but 
what a mess could be created if some subversive ever got 
a job as one of the attendants.’ ' 

Ons moet ons afvra of ons nie die eerste stappe in die 


8 


rigting 
reeds g 


Die we 
wet 
genees! 
by ‘no 
dokter 
toesten 
hof het 
beskou 
KIS m 
die ope 
wat di 
kunsm: 
likstro 
Hartog 
moder! 
het pos 
het hu 
gedach 
redelyk 
gebore 
erfelyk 
van he 
wet 
omskry 
die in | 
echtget 
gevolge 

Volg 
huidige 
of nie 
onder 
staan 
matige 
gemeer 
aangaa 
steriele 
en krir 
inskry\ 
uitgesp 
word © 
waar h 
as sy € 
diesel 
sy naa 
mag di 
na ow 
beskou 
die we 
Engela 
grond 
beskou 
vader 
onregv 

Vers 
kind 
nie det 
kan 


4 


8 Oktober 1955 


rigting van die Brave New World van Aldous Huxley 
reeds gedoen het nie, en of ons koers wil hou of nie. 


WETLIKE ASPEK 


Die wetlike toestand is glad nie duidelik nie. Soos die 
wet nou staan, kan geen kriminele proses teen die 
geneesheer op tou gesit word nie, nog by ’n getroude nog 
by ‘n ongetroude vrou. Onder die burgerlike reg kan die 
dokter slegs vervolg word wanneer hy KIS sonder 
toestemming van die eggenoot uitvoer. °n Kanadese 
hof het in 1921! ’n soortgelyke geval as gelyk aan owerspel 
beskou.’® Onlangs was daar in Amerika ’n uitspraak dat 
KIS met of sonder toestemming van die eggenoot teen 
die openbare beleid en sedelike gedrag gaan en dat dit, 
wat die vrou betref, owerspel is.?° Rood ** meen dat 
kunsmatige inseminasie nie die skending van die huwe- 
likstrou beoog nie, die owerspel wel. En dan skryf De 
Hartogh '’ as volg: ,De primitieve Bybelse antieke en 
moderne huwelyks-voorschriften en wetten zowel als 
het postulaat van de maagdelykheid van de vrouw voor 
het huwelyk, zyn o.i. gebaseerd op het gevoelen of de 
gedachte dat de man recht heeft te verlangen en buiten 
redelyke twyfel te kunnen stellen, dat de uit zyn huwelyk 
geboren kinderen door hem zyn verwekt en daardoor de 
erfelyken eigenschappen van de vrouw zyner keuze en 
van hem zelf zullen bezitten.” Volgens De Hartogh moet 
‘n wetswysiging aangebring word om die owerspel te 
omskrywe as ,Het plegen of toelaten van enige handeling, 
die in het algemeen bevruchting door een ander dan de 
echtgenoot of van een ander dan de echtgenote ten 
gevolge kan hebben.’ 

Volgens Masters** hang die toepassing van ons 
huidige wette daarvan af of KIS as seksuele gemeenskap 
of nie beskou word. Hy kom tot die gevolgtrekking 
onder andere dat daar in die Romeins-Hollandse wet niks 
staan Of ten gunste van Of teen die mening dat kuns- 
matige inseminasie beskou moet word as _ seksuele 
gemeenskap nie. Wat die inskrywing van die kind 
aangaan, is Masters ondubbelsinnig oortuig dat die 
steriele vader van die kind van die KIS meineed pleeg 
en krimineel vervolg kan word, indien hy dit wil laat 
inskrywe as sy eie. Die mening is egter ook oor die saak 
uitgespreek dat die vader volgens ons wet nie gedwing 
word om teen homself getuienis af te lé nie, byvoorbeeld 
waar hy opsetlik die kind van die owerspel van sy vrou 
as sy elie registreer—die kind van KIS sou dan volgens 
dieselfde beredenering wel deur die sogenaamde vader in 
sy naam ingeskrywe mag word. Volgens Berkhouwer * 
mag die vader in Holland ook die onwettige kind, hetsy 
na owerspel of KIS gedurende die huwelik, as sy eie 
beskou sonder om hom daardeur aan ‘n oortreding van 
die wet skuldig te maak. Tot onlangs was die wet in 
Engeland so omskryf dat die kind van ’n huwelik wat op 
grond van impotensie ongeldig verklaar was, as onwettig 
beskou moes word al was dit werklik die impotente 
vader se kind deur middel van KIM. Onlangs is hierdie 
onregverdigheid deur nuwe wetgewing verwyder.'* 

Verskillende skrywers beveel aan dat die ,vader’ die 
kind moet aanneem."®: Of die KIS-kind wel of 
nie deur die sogenaamde vader as sy eie ingeskrywe word, 
kan ’n derde party die erfenis van die kind ontneem deur 
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te bewys dat die ,,vader”’ nooit die vader was nie, behalwe 
wanneer wettige aannemingsmaatreéls getref word. 

Die meng van skenkersaad met dié van die weinig vrug- 
bare eggenoot is een moontlike dog onsekere manier om 
wetlike moeilikhede te oorkom,® immers kan dit nooit 
bewys word nie, hoe armsalig sleg die eggenoot se semen 
ook al mag wees, dat die kind nie sy eie is nie. Die wet 
weet egter nie wat om van die saak te maak nie wanneer 
skenkersaad in die vesiculae seminales van die onvrug- 
bare man gespuit word * om hom in staat te stel om sy 
vrou op die gewone manier te bevrug. Ten slotte is daar 
nog die vraag of die skenker later vir die onderhoud van 
sy kind verantwoordelik gehou kan word en of die 
a gedwing kan word om die skenker bekend te 
maak. 

Sover ek dit kan nagaan, is Swede al land wat tot 
nogtoe spesifiek in verband met kunsmatige inseminasie 
’n statute die lig laat sien het. Ongelukkig was die Duitse 
vertaling van die wet wat in die Juristenzeiting van 1953 
verskyn het, nie beskikbaar nie. Ek weet dus ook nie of 
dit die saak goedkeur of afkeur nie. 

Die Sweedse Mediese Vereniging het onlangs besluit 
dat KIS onwettig verklaar moet word, dat die regte van 
die kind eerste gestel moet word en dat die kind geregtig 
is om sy vader te ken, dat te veel verantwoordelikheid 
op die geneesheer berus en dat KIS nie net die betrokke- 
nes benadeel nie, maar ook die Staat.' 

In Januarie 1955 is daar in the Staat Ohio in die 
V.S.A. wetsontwerp ingedien wat KIS onwettig 
verklaar en streng strafmaatreéls voorskrywe.?* 


MORELE, SOSIOLOGIESE EN TEOLOGIESE ASPEKTE 


Daar bestaan °n groot kans dat laksheid in die sedelike 
gedrag sal volg op die gebruik van KIS op ’n groot skaal. 
Ons moet ons afvra of die geneesheer nie in die versoeking 
gelei word nie. By die Roomse kerk, die Engelse kerk 
en die Ortodokse Jode word KIS as owerspel be- 
skou.!> 4 7, 20, 

Sosiologies is daar ongetwyfeld ’n baie meer dringende 
probleem as die kunsmatige inseminasie. Cilliers ™ 
het in 1953 op die jaarvergadering van die Akademie op 
Stellenbosch die gevare van oorbevolking beklemtoon. 
Hy sluit sy referaat met die volgende woorde: ,Tensy 
die ontwerp van ’n kwantitatiewe bevolkingsbeleid van 
owerheidsweé met spoed aangepak en deurtastend 
uitgevoer word, wag daar vir ons in die volgende geslag 
nie oorvloed, voorspoed, rus en vrede nie, maar hongers- 
nood, tekort, rantsoenering, dwang, stryd, rewolusie, 
moord en doodslag.” 

Kunsmatige inseminasie met die saad van ‘n buite- 
staander moet, uit die sosiologiese oogpunt beskou, 
ten sterkste afgekeur word, volgens James *® om die 
volgende redes: eerstens ondermyn dit die egtelike band 
en die beheer van die vader oor sy gesin; tweedens 
skend dit die familielewe, en derdens omdat die same- 
lewing op die gesin berus, bedreig dit die hele sosiale 
samestelling. 


BESPREKING 


Ongetwyfeld sal daar in Suid-Afrika ook verskillende 
gedagtes oor die probleem ontstaan—ek het maar ‘n 
paar struikelblokke hier en daar aangewys—graag wil 
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ek die voorstel doen dat die KIS by die mens behoorlik 
ondersoek moet word deur die Afdeling Geneeskunde 
van die Fakulteit vir Natuurwetenskap en Tegniek van 
die Suid-Afrikaanse Akademie vir Wetenskap en Kuns, 
om ons in staat te stel om “n memorandum daaroor op 
te stel bevattende die aanbevole beleid wat alleen op 
grondige en breedvoerige kennis van al die menig- 
vuldige aspekte moet berus. 

Guttmacher '® en sy medewerkers het in 1947 ‘n 
vraagbrief aan al die lede van die Amerikaanse genoot- 
skap vir die ondersoek van steriliteit gerig; 71 van die 
96 lede het op die rondskrywe geantwoord en hiervan 
het 52 ten gunste van en 12 teen KIS kant gekies, 7 het 
nie duidelik voor of teen gestem nie. Lovset ** het in 
1951 die probleem aan 359 steriele egpare in Noorweé 
voorgelé. Hiervan het slegs 19 hul teen die gebruik van 
KIS uitgespreek. Die mening dat die oorgrote meerder- 
heid gesinne met semi-aangenome kinders ‘n belangrike 
verbetering in die huweliksgeluk ondervind het, waar 
behandeling altans alleenlik in versigtig uitgesoekte 
gevalle gegee was, is vrywel algemeen onder diegene 
wat oor die saak skrywe.*!: 


SLOT 


Kunsmatige inseminasie is ‘n netelige en ingewikkelde 
probleem waaroor baie onsekerheid bestaan. Die KIM 
kan wel goedgekeur word maar wat die KIS betref, is 
daar soveel wat betwyfelbaar en tans onberekenbaar is 
dat ek hoe langer hoe meer daarteen gekant staan. Daar 
bestaan baie redes vir die owerheid om op dié tydstip 
tenminste tydelik die gebruik van die K1S-metode on- 
wettig te verklaar*' en ten strengste te verbied. 


Graag betuig ek my hartelike dank vir die belangstelling, aan- 
moediging en ondersteuning wat ek geniet het van professor H. R. 
Hahlo, van die Universiteit van die Witwatersrand, in verband met 
regskundige oorwegings, van professor C. M. van den Heever 
t.o.v. taalkundige raad, en van professor O. S. Heyns. 
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MEDICAL AFRICANA 


A pleasant function took place at the residence of Dr. and Mrs. 
Louis Franklin Freed in Johannesburg on Sunday evening, 28 
August 1955. Thosepresent were Mr. Justice and Mrs. Rams- 
bottom, the Misses Ramsbottom, Dr. and Mrs. Lewis Robertson 
(President of the Southern Transvaal Branch of the Association), 
Dr. and Mrs. C. Adler (Vice President), Dr. M. Peskin (Honorary 
Secretary) and the host and hostess. The Judge handed to Dr. 
Robertson, as a gift to the Association, a mounted photograph of 
the members who attended the South African Medical Congress 
held in Bloemfontein in 1906, which was presided over by the 
Judge’s father, the late Dr. A. E. W. Ramsbottom. 

Mr. Justice Ramsbottom, in making the presentation, said that 
Dr. Freed, who had obtained the page of the British Medical 
Journal which, in 1907, reported this Congress, had got in touch 
with him as the son of the late Dr. Ramsbottom. The Judge had 
recalled that he possessed a photograph of the occasion and had 
decided to give it to the Medical Association. 

Dr. Ramsbottom had been in charge of the ambulance services 
of the O.F.S. forces during the South African War. Subsequently 


when the ex-Republics were granted responsible government, he 
had been a member of the Government of the Orange River Colony 
as Colonial Treasurer and, with the advent of Union, was the first 
Administrator, of the Orange Free State. His heart had always 
been in his medical work; and at the end of his 5 years of office 
he returned to Medicine and continued in active practice until 
his death in 1921. 

Mr. Justice Ramsbottom told the gathering that Dr. Freed had 
very generously given him the page of the B.M.J. which reported the 
Congress. Much as he and his family would have treasured this 
they felt that it would be more fitting if it too were donated to the 
Medical Association, and he asked Dr. Freed to make the pre- 
sentation. 

Dr. Robertson, accepted the two gifts on behalf of the parent 
Association. He traced the history of the Association since before 
the amalgamation in 1927. He assured the donors that the photo- 
graph and the printed sheet would have an honoured place at the 
Head Office, and would be cared for as historical possessions of 
importance by the Medical Association of South Africa. 


We kn 
of hor 
sone), 
There 
of one 
which | 
is an i 
their d 
infiltra 
Someti 
occurs 
syndroi 
In A 
to hyp 
a high 
of gluc 
salt-act 
hypoto: 
a small 
further 
clinical 
any sta’ 
since th 
by incr 
demand 
sodium, 
the pote 
crises th 
lack of 
libido a 
and the 
ketoster 
The 
cularly « 
in the p 
nipples, 
pigment: 
other fe: 
The met 
Probably 
hormone 


8 Oktob 


ertil. 


ont, he 
Colony 
he first 
always 
f office 
e until 


ed had 
rted the 
red this 
1 to the 


he pre- 


parent 
» before 
photo- 
e at the 
sions of 


South African Medical Journal 


Suid-Afrikaanse Tydskrif vir Geneeskunde 


EDITORIAL 
ADRENOCORTICAL HYPOFUNCTION 


We know that the adrenal cortex produces three classes 
of hormones, glucocorticoids (particularly hydrocorti- 
sone), androgens, and mineralocorticoids (aldosterone). 
There are various syndromes in which underproduction 
of one or more of these occurs, the most important of 
which is Addison’s disease. The cause of this condition 
is an idiopathic atrophy of both suprarenal glands or 
their destruction by tuberculosis or, less commonly, by 
infiltration with malignant tissue, with amyloid, etc. 
Sometimes atrophy of the thyroid (with myxoedema) 
occurs in addition to the adrenal atrophy (Schmidt’s 
syndrome). 

In Addison’s disease the lack of glucocorticoids leads 
to hypoglycaemia, insulin sensitivity and a tendency to 
a high eosinophil count with lymphocytosis. The lack 
of glucocorticoids and of aldosterone (since both have 
salt-active properties) leads to weakness, loss of weight, 
hypotonia, muscle cramp, lowered blood pressure and 
asmall heart. ‘Crises’ of increased weakness occur with 
further lowering of blood pressure, nausea and vomiting, 
clinical shock, and even coma. These are brought on by 
any state of ‘stress’, including infection, operation, etc., 
since the body can no longer act normally in such states 
by increasing its output of adrenal hormones as the 
demand for them increases. Chemically the serum 
sodium, chloride and carbon dioxide are depressed and 
the potassium tends to be high, but in intervals between 
crises these levels may be within the normal range. The 
lack of androgens may be the reason for the loss of 
libido and of axillary and pubic hair in these patients, 
and the chemical counterpart is the low level of 17 
ketosteroids in the urine. 

The pigmentation in Addison’s disease is seen parti- 
cularly on the face, in the mouth, on the knuckles, and 
in the palmar creases, on the elbows and knees, on the 
nipples, umbilicus and scrotum, and in old scars. Pre- 
Viously existing moles may become quite black. This 
Pigmentation is interesting in that it may precede the 
other features of Addison’s disease by months or years. 
The method of its causation is not quite certain, but it is 
probably due to an increased production of a pituitary 
hormone, intermedin (the melanophore-stimulating hor- 
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VAN DIE REDAKSIE 


WERKINGSGEBREK VAN DIE BYNIERSKORS 
Dit is bekend dat die bynierskors drie soorte hormone 
voortbring, nl. die glukokortikoiede (vernaamlik hidro- 
kortisoon), androgene, en die mineraalkortikoiede 
(aldosteroon). Daar is verskeie simptomegroepe (Addi- 
son se siekte is die belangrikste) waarby een of meer van 
hierdie stowwe in onvoldoende hoeveelhede afgeskei 
word. Addison se siekte ontstaan weens idiopatiese 
skrompeling van albei byniere, of weens hul vernietiging 
deur tuberkulose. Soms, hoewel selde, word dit ook 
veroorsaak deur infiltrasie van kwaadaardige weefsels 
of amiloiede-verandering, ens. Soms is daar ook by- 
komende uittering van die skildklier (met miksedeem) 
by hierdie bynierskrompeling—die Schmidt-sindroom. 


By Addison se siekte lei die gebrek aan glukokorti- 
koiede tot bloedsuikergebrek en insulien-oorgevoelig- 
heid; die bloedbeeld is geneig om ’n hoé eosinofiel- 
telling te toon, en daar is ’n vermeerdering van limfosiete. 
Omdat beide glukokortikoied en aldosteroon sout- 
aktief is, veroorsaak ‘n tekort swakheid, gewigs- 
afname, hipotonie, spierkrampe, verlaagde bloeddruk 
en ’n klein hart. Daar kom kritieke tye voor: groter 
swakheid, ’n nog meer verlaagde bloeddruk, mislikheid 
en braking, kliniese skok en selfs koma. Hierdie simp- 
tome kom na vore onder enige kondisies van ,liggaams- 
spanning’ soos infeksie, ’n operasie, en so meer, want die 
liggaam is dan nie meer in staat om onder sulke om- 
standighede sy produksie van bynierhormone te ver- 
meerder om tred te hou met sy stygende behoeftes nie. 
Chemies bevat die serum te min natrium, die chloried- 
en koolsuurgasinhoud is verlaag, terwyl daar ’n neiging 
tot baie kalium is. In die periodes tussen hierdie 
,krisisse’ is die serum-inhoud van hierdie stowwe egter 
binne normale perke. ’n Androgeentekort mag die rede 
wees vir die feit dat sulke pasiénte hul geslagsdrang en 
hul armholte- en skaamhare verloor. Chemies benader, 
mag dit die oorsaak wees van die lae inhoud van 17 
ketosteroiede in die urine. 

Die pigmentasie by Addison se siekte kan veral gesien 
word op die gesig, in die mond, op die kneukels, in die 
voutjies op die handpalms, op elmboé en knieé, op die 
tepels, nawel en skrotum en in ou littekens. Moesies 
word heeltemal swart. Hierdie pigmentasie is interessant 
omdat dit maande of selfs jare voor die ander simptome 
van Addison se siekte waarneembaar is. Dit is nie 
presies seker hoe dit veroorsaak word nie, maar heel- 
waarskynlik is dit te wyte aan ’n verhoogde produksie 
van intermedien, ’n slymklierhormoon wat die kleur- 
draende selle stimuleer. Intermedien is nie dieselfde 
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mone), which is closely connected with ACTH, but not 
identical with it. Now, in Addison’s disease the theory 
is that the reduction of the circulatory hydrocortisone 
reduces the normal ‘braking’ of the pituitary and allows 
the overproduction of both ACTH and intermedin. It 
is plain that this hypothesis does not easily explain the 
early appearance of pigmentation. 

For older tests of Addison’s disease (the Kepler and 
Cutler tests) the reader is referred elsewhere.' Three 
modern tests are worth mentioning. First and most basic 
is the actual measurement of hydrocortisone in blood or 
urine. Chemical methods of various types have not so 
far proved easily reproducible, and the most accurate 
estimation is probably performed by chromatography. 
In any event these methods are all very complicated and 
not in general use. Then there is the ACTH or Thorn 
test. The intravenous test is undoubtedly the most 
accurate, and if there is no significant fall of eosinophils 
or rise in output of 17 ketosteroid after 8 hours on 
intravenous infusion of ACTH, then adrenal hypo- 
function is highly probable. (In a normal person this 
test produces a drop in eosinophils of more than 90°.) 
The third and simplest test concerns the inability of the 
Addisonian patient to produce a diuresis after ingestion 
of a litre of water. Normally at least three-quarters of 
this is passed within the next 4 hours, but the Addisonian 
patient passes much less. There are many other diseases 
in which there is a delayed water diuresis, but the specific 
feature here is that the abnormality is rectified if the test 
is repeated one hour after the oral administration of 
100 mg. of cortisone. 

In panhypopituitarism secondary adrenal insuffi- 
ciency occurs owing to lack of production of ACTH. 
In this state, however, body pigmentation actually 
diminishes since (presumably) intermedin is also lacking. 
There are usually other signs of pituitary deficiency, due 
to loss of thyrotropic and gonadotropic hormones. In 
particular the urinary follicle-stimulating hormone is 
almost always very low. The intravenous ACTH test 
will distinguish this state from primary Addison’s 
disease, since the adrenals will still be capable of re- 
sponding, so that the eosinophils will drop and the 
ketosteroids will rise. To be quite certain, however, that 
a negative response is valid the test must be repeated on 
2 or 3 consecutive days, so that the stimulus is sufficient 
to ‘wake-up’ the adrenals even after a very long sleep, 
during which they have not received their normal 
stimulation and may consequently have atrophied. In 
general, the effects of adrenal lack in hypopituitarism 
are far milder than in primary Addison’s disease. This 
may be partly explained by the fact that aldosterone 
production is much less influenced by ACTH than is 
hydrocortisone, so that it may still be produced in the 
hypopituitary state. 
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as ACTH nie, maar is nou verwant daaraan. Die teorie 
is dat, by Addison se siekte, die vermindering van hidro- 
kortisoon in die bloedsomloop die normale ,rem’ op die 
harsingslymklier laat verslap en dus oorproduksie van 
beide ACTH en intermedien toelaat. Dit is egter op- 
vallend dat hierdie stelling beswaarlik verduidelik 
waarom die pigmentasie so vroeg al voorkom. 


Vir inligting omtrent die ouer toetse vir Addison se 
siekte (die Kepler- en Cutler-toetse) word die leser na 
ander werke verwys.' Daar is egter drie moderne toetse 
wat noemenswaardig is. Die eerste en mees basiese toets 
is die aktuele vasstelling van die hoeveelheid hidro- 
kortisoon in die bloed of urine. Die verskillende che- 
miese metodes blyk dusver moeilik om na te doen, en ’n 
chromatograaf lewer miskien die akkuraatste estimasie. 
Al hierdie metodes is egter baie ingewikkeld en word 
nie dikwels gebruik nie. Dan is daar die ACTH- en 
Thorn-toets. Die binneaarse toets is ongetwyfeld die 
betroubaarste. As daar nie binne 8 uur na ’n aarinfusie 
van ACTH °’n betekenisvolle vermindering van eosino- 
fiele of *n toename in die produksie van 17 ketosteroiede 
is nie, dan is dit heel waarskynlik dat daar iets skort met 
die werking van die byniere. (By ‘n normale persoon 
veroorsaak hierdie toets *n 90 persent-vermindering in 
die aantal eosinofiele.) Die derde en eenvoudigste toets 
het betrekking op die onvermoé van ’n lyer aan Addison 
se siekte om urine uit te skei nadat hy ‘n liter water 
gedrink het. Normaalweg word drie-kwart van hierdie 
hoeveelheid binne 4 uur uitgeskei, maar die hoeveelheid 
is baie kleiner by *n persoon wat Addison se siekte het. 
Daar is wel baie ander siektes wat ’n vertraagde water- 
diurese bewerkstellig, maar die kenmerk wat hier van 
belang is, is dat die afwyking reggestel word as die toets 
herhaal word een uur na mondelinge toediening van 
100 mg. kortisoon. 

Bykomende byniertekort kom voor by _panhipo- 
pituitarisme weens die feit dat daar nie genoeg ACTH 
voortgebring word nie. By hierdie kondisie is daar in 
werklikheid ’n vermindering van liggaamspigment, seker 
omdat intermedien ook ontbreek. Gewoonlik is daar 
ander tekens van slymkliertekort, veroorsaak deur die 
verlies van die hormone wat die skildklier en geslags- 
kliere prikkel. In besonder is daar amper altyd baie 
min van die hormoon wat inwerk op die urinére follikels. 
Die ACTH-aartoets sal hierdie kondisie onderskei van 
*n geval van primére Addison-siekte, want die byniere sal 
nog in staat wees om te reageer en dus sal die eosinofielge- 
tal daal terwyl die ketosteroiede styg. Om heeltemal seker 
te maak dat ’n negatiewe reaksie wel geldig is, moet die 
toets op 2 of 3 agtereenvolgende dae herhaal word, sodat 
die prikkeling sterk genoeg is om die byniere ,wakker te 
maak’ selfs na ‘n baie lang slaap, in die loop waarvan 
hulle nie aan hul normale prikkeling onderworpe was 
nie met die gevolg dat hul gekwyn het. Oor die algemeen 
is die gevolge van ’n tekort aan bynierprodukte baie ligter 
by ‘n hipopituitarisme-kondisie as by ‘n geval van 
primére Addison-siekte. Hierdie verskynsel mag gedeel- 
telik verklaar word deur die feit dat die produksie van 
aldosteroon baie minder as hidrokortisoon deur ACTH 
beinvloed word, en dus selfs tydens hipopituitarisme 
voortgebring kan word. 


Werklike of vermoede tekorte aan bynierskorspro- 
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There are other conditions in which actual or postu- 
lated deficiency of the adrenal cortex may occur. These 
include bilateral adrenalectomy (naturally), primary 
myxoedema (rarely), the exhaustion phase of the ‘stress 
syndrome’, prolonged administration of cortisone or 
hydrocortisone (in which ACTH production is prevented 
and so secondary adrenal atrophy occurs), and possibly 
the crises of porphyria and pink disease in children or 
even gout. In the adreno-genital syndrome in children 
a true Addisonian state may appear, in combination 
with the features caused by excessive androgen pro- 
duction. Two other states may mimic Addison’s disease 
closely and produce symptoms primarily by loss of body 
sodium, without any actual disorder of the adrenal 
cortices. These are ‘salt-losing nephritis’, which is a 
variant of chronic glomerulo-nephritis, in which tubular 
reabsorption of sodium is grossly defective, and ‘pul- 
monary salt-losing’, a very rare complication of chronic 
lung disease. In both these conditions pigmentation of 
Addisonian type may occur. 

Cortisone and hydrocortisone have revolutionized the 
treatment of Addison’s disease, both in crisis and for 
maintenance. In most cases no other maintenance 
therapy is necessary beyond the swallowing of two or 
three small pills a day (dosage around 15-40 mg. per day). 
Desoxycorticosterone (DOCA) and extra salt seem only 
to be necessary in those patients whose strength, blood 
pressure and serum sodium still remain impaired. It is 
vital, however, that patients controlled on cortisone 
should increase the dose at the onset of any infection, 
trauma, etc., and should never let their supply run out. 
We await with interest the production of enough aldo- 
sterone for a true assessment of its value to be made in 
the treatment of Addison’s disease. It looks good on 
preliminary reports. 


1. Thorn, G. W. (1951): The Diagnosis and Treatment of Adrenal 
Insufficiency. 2nd ed. Illinois: Thomas. 

2. Thorn, G. W. et al. (1953): New. Engl. J. Med., 248, 232, 284, 
323, 369, 414, 588 and 632. 
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dukte mag ook in ander siektes voorkom. Hieronder 
tel tweesydige bynierverwydering (natuurlik), primére 
miksedeem (selde), die uitputtingsfase van die ,spanning- 
sindroom’, lang tydperke van kortisoon- of hidro- 
kortisoontoediening (hier word die produksie van ACTH 
belemmer en word sekondére skrompeling van die by- 
niere veroorsaak) en miskien ook die kritieke tydperke 
van porfirie en akrodinie by kinders, of selfs jig. In die 
bynier-geslagsindroom by kinders mag *n ware Addison- 
kondisie voorkom tesame met die simptome wat ver- 
oorsaak word deur oormatige androgeenproduksie. Dan 
is daar nog twee ander kondisies wat Addison se siekte 
goed mag naboots en simptome veroorsaak hoofsaaklik 
deur die verlies van liggaamsnatrium hoewel die bynier- 
skorse nie aangetas is nie. Die eerste is ,sout-verlorende 
nefritis’ wat eintlik ‘n soort kroniese nierliggaamont- 
steking is waarby heropname van natrium in die buisies 
grootliks verstoor is. Die ander kondisie is ,soutverlies 
uit die longe’, ’n baie seldsame komplikasie van kronies- 
longsiekte. Hierdie kondisies veroorsaak albei pigmene 
tasie van die Addison-soort. 

Met die gebruik van kortisoon en hidrokortisoon het 
daar ’n omwenteling in die behandeling van Addison se 
siekte gekom, beide in kritieke stadiums en vir onder- 
houd. By die meeste gevalle is geen onderhoudbehande- 
ling nodig nie behalwe die neem van 2 of 3 klein pilletjies 
per dag (die daaglikse dosis is omtrent 15-40 mg.). 
Desoksikortikosteroon (DOCA) en ekstra sout skyn 
nodig te wees slegs by pasiénte wie se krag, bloeddruk 
en serum-natrium steeds belemmerd bly. Dit is egter 
van die allergrootste belang dat pasiénte op kortisoon- 
beheer die dosis moet vergroot sodra enige infeksie, 
besering ens. ontstaan, en dat hulle nooit uit voorraad 
moet raak nie. Ons wag belangstellend op die produksie 
van genoeg aldosteroon om ‘n juiste bepaling van sy 
waarde in die behandeling van Addison se siekte te kan 
maak. Die voorlopige verslae is veelbelowend. 


1. Thorn, G. W. (1951): The Diagnosis and Treatment of Adrenal 
Insufficiency. Tweede uitgawe. Illinois: Thomas. 

2. Thorn, G. W. et al. (1953): New Engl. J. Med., 248, 232, 284, 
323, 369, 414, 588 en 632. 
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JOSEPH LANNON, F.R.C.S. (ENG.) 
and 
ANTHONY J. LEONSINS, F.R.C.S. (EDIN.) 
Department of Surgery, University of the Witwatersrand and General Hospital, Johannesburg 


Since Alexis Carrel’s early experiments in vessel grafting 
im the beginning of this century progress in vascular 
surgery was slow until the time of the Second World 
War. From 1902 Tuffier used silver tubes coated with 
paraffin for arterial injuries and Carrel used paraffined 
glass tubes; but in all these thrombosis occurred. 
Blakemore, Lord and Stefko! in 1942 recommended 
transplantation of veins as an emergency method for 
bridging defects in severed arteries. Blakemore also 
used vitallium tubes for small arterial defects. 


In 1947, Hufnagel* used rigid tubes of methyl meth- 
crylate across defects in the aortae of dogs. These 
tubes proved satisfactory only for the thoracic aorta, 
where flexibility of surrounding parts is not a feature. 

Gross* and other workers in 1948 were the first to 
successfully bridge defects in the human aorta by 
using preserved arterial homografts. Since that time 


it has been shown that, unlike arterial autografts, the 
homografts degenerate and are almost entirely replaced 
by fibrous tissue. 


Hence with the multitudinous diffi- 
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culties in setting up arterial banks—whether stored in a 
deep freeze, freeze-dried, Roentgen irradiated, formalin 
preserved—these human grafts eventually act merely 
as scaffolding for the laying down of intimal and fibrous 
tissue. 

Voorhees, Jaretzki and Blakemore* in 1951 first 
reported the use of pliable tubes made of vinyon-N 
cloth. This is a plain-weave fabric with 45 threads per 
inch. The yarn is made from a resin—a co-polymer 
containing about 60% of vinyl chloride and 40% of 
acrylonitrile—and is sterilized by boiling; pressure- 
steam autoclaving results in hardening of the material. 
A rectangular piece of cloth was folded and stitched 
longitudinally to form a tube which was sutured to 
either end of a defect in the aortae of dogs. These 
plastic cloth tubes were an advancement, since they 
avoided the difficulty of suturing the elastic aorta to a 
rigid prosthesis. Vinyon cloth, or sturdinyl—a material 
which we use—can be tailored to any size or shape 
and may therefore be used in any vascular emergency. 

Sturdinyl was obtained in New York recently by one 
of us (J.L.) on the advice of Henry T. Bahnson, Associate 
Professor of Surgery at the Johns Hopkins Hospital, 
Baltimore, who has had a very wide experience of 
plastic fabrics and suggested that to date this was the 
best material available for arterial grafting. The present 
authors, from observations of post-mortem, clinical and 
experimental material, are convinced that the use of this 
plastic cloth is infinitely easier than relying on a great 
assortment of homografts of various sizes and shapes. 

South Africa has yet to make legal provision for the 
obtaining of vessel grafts, in the same way as bone or 
corneal grafts are obtained. Our medico-legal labora- 
tories are not permitted to part with fresh healthy 
arterial segments, and until this material is made avail- 
able vascular surgery in South Africa must perforce 
lag far behind world progress. In the Vascular Clinic of 
the Johannesburg Hospital there are nearly a score of 
vascular surgical patients on a recently instituted waiting 
list who are suitable cases for arterial grafts. If the arterial 
grafts are not available then most of these will ultimately 
have to lose their limbs. The greatest scourge of human- 
ity today is not polio, cancer or tuberculosis—it is 
arteriosclerosis. More people die from its pernicious 
effects—high blood pressure, coronary thrombosis or 
cerebral haemorrhage—than from all the infective 
diseases put together. Vascular grafts are a small but 
important aspect of this great problem. 

Great credit must be given to that ever-increasing 
band of American experimental surgeons who, through 
their enterprise and perseverance, have shown the world 
the efficacy of various methods of arterial replacement 
and suturing. Before attempting any grafting procedure 
on human patients, many of them tried similar pro- 
cedures maybe scores of times on experimental dogs. 
Every hospital that has made any great surgical con- 
tribution for the benefit of humanity has facilities for 
experimental surgery. In many hospitals and medical 
schools the surgical departments may have as many as 
200 dogs available for experiments to enable surgeons 
to test and perfect new techniques before proceeding 
on human cases. South Africa is only just commencing 
to avail itself of these methods. The universities and 
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provincial authorities are seriously cramped by lack 
of finance or foresight in establishing such facilities, 
As human vessel-grafts are not available in South 
Africa we decided to embark on investigations in a 
limited colony of experimental animals, replacing blood 
vessels with cloth prostheses. The great advantage of 
using a plastic vessel replacement is that it is com- 
pletely available in any size or shape, free of the extreme 
difficulties encountered in the obtaining and processing 
of human material. 

Hufnagel,’ one of the great pioneers in the replace- 
ment of arteries and the preservation of homografts by 
various complicated methods, now states, ‘From the 
inception of this work with homografts, it has been our 
desire to eliminate the use of human grafts and to 
substitute material of a completely non-biological 
origin’. He has successfully implanted 15 plastic aortic 
grafts in human patients, all of whom have maintained 
adequate peripheral pulses in a 10 months’ follow-up. 
He has also used this type of graft in arteriosclerotic 
occlusion of the superficial and common femoral arteries 
below the inguinal ligament. Coleman and Deterling® 
have shown that arterial homografts may fail to survive 
as such because they may degenerate considerably 
and in large part become replaced by host fibrous 
tissues. Other undesirable changes are aneurysmal 
dilation, and thinning and calcification with spontane- 
ous thrombosis. Brock’ reported the case of an aortic 
homograft that gave rise to an aneurysm and the death 
of the patient 6 months after implantation. With 
venous autografts Fontainne et a/. had failure in 50% 
of cases (quoted by Eastcott*), and Julian et a/.* reported 
failure in 35% in arteriosclerotic femoral arteries. 


Types of Flexible Plastic Material 


Hufnagel has laid down certain criteria for the suc- 
cessful implantation of plastic arteries. The material 
must be biologically inert. It must have adequate 
strength. It must resist clotting by the property of 
haemo-repellancy. (In one of our experimental animals 
a four-inch sturdinyl graft completely disrupted proxi- 
mally as the result of a techincal error and, on explora- 
tion and removal of this graft 7 days later, there was 
no vestige of blood clot within the lumen of the graft.) 
The internal surface of the prosthesis must be extremely 
smooth, otherwise clotting is promoted. Lastly the 
material must not leak. 

In the past 4 years nylon and other materials have 
been used but the wall of the tube leaked. Vinyon-N 
cloth has the same disadvantage. Orlon and dacron, 
although not subject to undue blood leakage, may 
result in thrombosis in approximately 10% of smaller 
diameter grafts.’° 

D’Angelo, Benson and Grimson," writing on their 
experiences with vinyon plastic cloth in 30 dog aortae, 
reported good results in 22 dogs. In the others the 
aorta was occluded either by infection or thrombosis 
or obstruction of the plastic because of kinking or fold- 
ing. The proximal anastomosis disrupted in 3 cases, 
resulting in a propagating thrombus which included 
the lumen. Twelve dogs with a patent prosthesis were 
sacrificed 38 to 195 days later. Each had a smooth, 
glistening, pale or pink membrane lining the vinyon-N 
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tube. Histological examination of the 40-day specimen 
showed an organized thin layer of endothelium arising 
from the aortic endothelium at the junction of the 
aorta and the cloth. Fibrinous exudates permeated 
and surrounded the tubes and later organized into a 
more collagenous and relatively fibrous tissue which 
maintained good adventitial support. 


AUTHORS’ OPERATIONS ON DOGS 


Because of some of these problems we have used the 
material sturdinyl (mentioned earlier), which satisfies all 
Hufnagel’s criteria. It is a plastic material of fine 
weave, which does not permit any blood leakage what- 
ever when used to bridge a gap. This success may be due 
to the method we introduced of cutting the material on 
the bias when making these plastic arteries. This method 
of tailoring the graft results in greater resiliency and 
flexibility; we hope it may be the key to success with 
grafts across major flexures. 

To date of writing there have been no reports in the 
surgical literature of the use of cloth prostheses to replace 
vessels smaller than the aorta in the dog. The ensuing 
experimental cases describe the use of sturdinyl in external 
iliac and femoral grafts. To our knowledge we are the 
first surgeons in South Africa to make use of these 
artificial grafts in human and experimental cases. Even 
though the graft was tailored to the size of the vessel 
before its excision, we were confronted with a number of 
difficulties because after a segment of artery was excised 
the two ends of the vessel shrunk down by almost 50% 
lengthwise and in diameter. We thought it would be an 
impossible procedure to join a large and relatively 
inelastic cloth lumen to a much smaller elastic tube but, 
after placing sutures on either end of the areas to be 
anastomosed and with some counter traction, a good 
anastomosis was achieved provided a large bite of cloth 
was taken compared with the arterial side. The size of 
graft introduced was comparable to 12-14 inches in the 
human. American surgeons have successfully inserted 
arterial homografts as long as 14-16 inches in human 
cases. 


Genera! Technical Points 


1. After a preliminary washing in a detergent solution 
the sturdinyl may be boiled or autoclaved for 20 minutes. 
2. The sturdinyl is cut on the bias, i.e. diagonally to the 
weave, because greater strength results and less giving 
of the interstices near the seams and cuffs and, above all, 
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Fig. 1. Sturdinyl cut before stitching into a tube. 
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no leakage takes place. A rectangular piece of material 
0 -6 cm. longer than the required length is folded over a 
polythene tube of the same diameter as the artery and, 
before close-machine-stitching with a fine needle and 
nylon thread on the one end, a 3-mm. cuff is turned over 
and incorporated in the seam, which should stop 1 cm. 
short of the other end so that adjustments can be made 
to the length. (Figs. | and 2). The reason for the cuffing 
is to prevent fraying when suturing. If this were not done 


2 
Fig. 2. Graft in process of manufacture. 


disruption would occur. When we were satisfied that 
sufficient tension existed we cut off any redundant cloth 
and allowed for a 3-mm. cuff and then closed off the 
seam with 0000 braided silk. As it may be quite difficult 
to turn down the cuff we have recently tailored this end 
of the graft by flaring it out and thus affording easier 
purchase and manipulation of the cloth. 

3. Actual measurement of the arterial defect by 
calipers is preferable so that the graft may be tailor-made. 
This means a }-hour delay. However, various sizes 
may be available and a suitable one chosen. Length is 
easily dealt with but not width, which must therefore 
be a good fit. 

4. The graft must have a snug, fairly tense fit, not loose, 
and all buckling or wrinkling must be avoided. If there is 
any discrepancy between the diameter of the graft and 
of the vessel the resulting blood turbulence encourages 
thrombus formation. Minor differences may be avoided 
by cutting the vessel obliquely. 

5. The suture material used should be 00000 waxed 
braided Ethicon arterial silk on atraumatic needles. 
For large vessels 0000 waxed braided silk may be used. 

6. The redundant adventitia on the end of the arteries 
must be excised so that the needle goes through the wall 
of the artery and not the adventitia. 

7. After the end stay sutures have been inserted, the 
graft and the arterial end are rotated so that the posterior 
walls of each are brought anteriorly to facilitate suturing 
(Fig. 3). 

8. The method of suturing will vary with the individual 
preference of the surgeon. Classically everting inter- 
rupted or continuous mattress suturing may be used. We 
employed continuous over-and-over sutures, a posterior 
and an anterior layer proving quite satisfactory. A double 
anastomosis may be completed in 20 to 35 minutes. All 
knots must be on the outside. Redundant loops or ends 
of sutures must never project within the lumen if throm- 
bosis is to be avoided. 

9. To clamp the vessels we used serrated de Bakey 
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Fig. 3. Graft being sutured to artery, 


clamps (Fig. 4), which we found to be more efficient 
than bulldog clamps. At least an inch of vessel must be 
distal to each clamp, otherwise subsequent shrinkage 


Fig. 4. De Bakey arterial clamp. 


may make the anastomoses most difficult and unsafe. 
In human arteriosclerotic cases the shrinkage does not 
occur to such a degree. 

10. When the graft has been inserted the distal clamp 
must be released first and then the proximal clamp, in 
order to provide an unobstructed flow. (Fig. 5). If the 
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Fig. 5. Graft in situ. 


reverse is done the proximal pressure is so strong that 
there is a grave possibility of disruption of the anastomo- 
_ sis or profuse haemorrhage at the suture line. 

11. It is wise to avoid the use of fine dissecting forceps 
to grasp the arterial wall, because the trauma inflicted by 
these instruments increases the liability of thrombosis 
at the suture line. It is preferable to employ fine blunt 
hooks. 

12. In order to reduce the time of arterial occlusion 
all the necessary instruments, sutures and other items of 
vascular armamentarium must be available for use when 
required. Too often, valuable time is wasted waiting for 
particular sutures or irrigating solutions. 

13. Irrespective of what type of graft is used, i.e. 
plastic cloth or homograft, it is quite common to get some 
oozing at the suture line. Light swab pressure for a few 
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minutes effectively controls the blood loss. Occasionally 
one or two interrupted mattress everting sutures are 
required. 

14. We do not use anticoagulants post-operatively. 
However, according to Bahnson, 500 units of heparin 
should be introduced only into the distal patent artery in 
order to avoid thrombosis distally at the time of graft 
insertion. The open exposed vessels must be frequently 
irrigated with saline in order to wash away any clots. 

15. Scrupulous haemostasis is, as usual, a sine qua non. 


Experimental Procedure 


Ten mongrel dogs weighing 30-44 Ib. (13 -6-20 kg.) 
were used, and 2 aortic grafts, 8 femoral grafts and 5 
ilio-femoral grafts were inserted. The dogs were ana- 
esthetized with veterinary intravenous Nembutal. Under 
complete aseptic theatre condition the abdomen, or 
inguinal and/or thigh regions were entered. Two 
operations are selected for the following descriptions: 


Aortic Graft (dog LL3). After entering the abdomen 
through a generous paramedian incision the intestines 
were packed off and a segment of the aorta between the 
renal vessels and the bifurcation was mobilized and 
divided between longitudinally serrated arterial clamps. 
In freeing the aorta from two of its lumbar arteries a 
considerable flow of lymph was encountered. This was 
due to tearing of the main abdominal lymph trunk. 
The thin-walled capacious duct was clamped on either 
side and ligated. The ends of the aorta had retrac- 
ted down and the diameter was 2 or 3 mm. 
narrower than anticipated. A cuff of the tenacious 
adventitia was excised in order to ensure accu- 
rate suturing of the vessel and not the adventitia. 
A sturdinyl plastic cloth tube, 5 cm. long by | cm. in 
diameter, was then used to bridge the defect. A suture of 
0000 Ethicon arterial silk well lubricated with sterile 
liquid paraffin was inserted from the external aspect of 
the aorta | -5 to 2 mm. from its edge and in turn through 
the cuffed part of the plastic tube—a triple knot being 
tied on the outer aspect (Fig. 1). A second similar suture 
was then placed on the opposite end of the artery and the 
plastic tube. By rotating the artery and the graft the 
posterior wall was brought to the front and a continuous 
over-and-over suture was completed and tied to the short 
end of the opposite stay suture, which in turn was then 
continued anteriorly after rotating the vessel and graft 
(Fig. 3). (The thick double seam on the cuffed end was 
at first a problem because it could not be apposed neatly 
and accurately but after some practice and trying out 
various manoeuvres we overcame the difficulties. If 
the diameter of the cloth tube is greater than the artery a 
separate mattress suture may be placed through the 
thickened part of the seam and cuff, thus narrowing it 
down.) The proximal clamp was momentarily released 
and blood spurted through the prosthesis. This is useful 
in filling the pores with film which later on effectively 
seals the artificial artery; at the same time, any obvious 
defect in suturing was repaired by one or two interrupted 
sutures. An identical suturing technique was carried out 
distally, care being taken that some tension existed. 
Buckling, wrinkling or ridging of the pliable cloth tube 
was prevented in order to discourage thrombosis. The 


8 Okt 


clamp 
the a 
presst 
disten 
needle 
interr' 
all ble 
and g 
inject 
routin 
femor 


llio- 
proces 
extenc 
flexuré 
after 
was 
and t 

Aft 
thread 
ligame 
graft 
femor. 
and t 
flexed 
ling o1 


Gen 
faulty 
On 
The 
the 5 
grafts 
ate th: 
from. 
owing 
To « 
interve 
in size 
opinio 
place 
condit: 
Mr. J. 
us by 
oscillo 


Sturdit 
arterie 
the bia 
and in 
replaci 
have s 
calibre 
In hun 
days a 
was im 
active 
If ar 
localiz 
affecte: 
prosth 


3 
4 


8 Oktober 1955 


clamps were then released. There was some oozing from 
the anastomosis but with application of gentle swab 
pressure this ceased after a few minutes because the 
distension of the artery by on-flowing blood closed the 
needle perforations. In addition, this case required one 
interrupted mattress everting suture. After clearing out 
all blood clots the graft was seen to be snugly in position 
and good pulsations could be felt. An intramuscular 
injection of long-acting Bicillin was employed, as a 
routine measure. Post-operatively there were good 
femoral pulses. 


Ilio-femoral graft (dog LL8). Essentially the same 
procedure was carried out, except that the skin incision 
extended from the lower abdomen across the inguinal 
flexure to the knee. The femoral artery was mobilized 
after retracting the sartorius, and the external iliac 
was exposed extraperitoneally. The pudendo-epigastric 
and the profunda femoris arteries were sacrificed. 

After division of the external iliac artery it was 
threaded through the femoral canal under the inguinal 
ligament and the lower end divided. A suitable sturdinyl 
graft was then inserted, by also threading it through the 
femoral canal. After the de Bakey clamps were removed 
and the graft distended with blood we repeatedly 
flexed the thigh onto the abdomen; there was no buck- 
ling or acute angulation of the graft. 


General. \f there was much loss of blood owing to 
faulty anastomoses we used Dextraven intravenously. 

On the average the clamps were on for 40 minutes. 

The 8 femoral grafts varied in length from 5 to 9 cm., 
the 5 ilio-femoral grafts about 8 cm., and the 2 aortic 
grafts Scm. This is a preliminary report, and we appreci- 
ate that more grafis are necessary to draw conclusions 
from. We were unable to house a larger colony of animals 
owing to lack of funds and space. 

To date of writing we have exposed 2 grafts at varying 
intervals; they were unsuccessful because of the disparity 
in size and unevenness at the anastomosis. We are of 
opinion this is due to the excessive wrinkling that takes 
place at the seam and encourages thrombosis. The 
condition of all the animals is clinically quite satisfactory. 
Mr. J. Allan of the Department of Surgery is now assisting 
us by carrying out pre-operative and post-operative 
oscillometric studies by direct and indirect methods. 


DISCUSSION 


Sturdinyl is a satisfactory plastic material in replacing 
arteries. Grafts made from it, and especially if cut on 
the bias, have proved to have elasticity both transversely 
and in length. This feature is of great importance in 
replacing vessels which cross major flexion creases. We 
have shown that it can be used for small vessels of the 
calibre of the external iliac and femoral arteries in the dog. 
In human cases it is customary to rest patients for 10-14 
days after a grafting procedure but in our experiments it 
was impossible to keep the animals quiet and they were 
active from the first post-operative day. 

If an arteriosclerotic artery is partially occluded by a 
localized thrombus it is not necessary to remove the 
affected part of the artery and to replace it with a 
Prosthesis. It is sufficient to expose the artery proximally 
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and distally and section it until a satisfactory lumen is 
obtained and then suture a new conduit to replace and 
by-pass the thrombosed segment. (Figs. 6 and 7). Cases 
have been reported of necrosis of thigh muscles after the 
femoral has been excised. Besides important collateral 
vessels being interfered with, numerous end-branches 


7 


Fig. 6. Arteriosclerotic segment showing collaterals. 


Fig. 7. Blocked arterial segment not resected in order to pre- 
serve collaterals. 


are cut, resulting in necrosis or fibrosis of certain muscles, 
e.g. Sartorius and vastus medialis. We suggest that, in 
order to avoid post-operative intermittent claudication 
in these thigh muscles, their nerve supply should be 
sectioned, because paralysed muscles cannot claudicate. 
Distal pedal pulses after femoral grafting may only 
reappear several days after surgery because it appears 
that the increased blood flow is primarily taken up avidly 
by the proximal muscle groups and thus partially diverted 
from the pedal arteries. Even in some arteriosclerotic 
patients who have not been operated on, pedal pulses 
temporarily disappear after exercise because the greater 
bulk of blood is preferentially taken by the active muscles. 

In thoracic replacement grafts, if the aorta is clamped 
off more than 25 minutes, serious spinal-cord changes 
may result. If such grafts are necessary then some kind of 
shunt procedure is required. Knocker, working in this 
Department of Surgery, has suggested that general 
hypothermia as practised at present may not be a safe 
procedure. The circulation in important vital tissues is 
so reduced that the cellular metabolism is seriously 
deranged and well-defined fatty histochemical changes 
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ensue. Technically successful operations have been 
carried out under hypothermia but some good results 
have been marred by unexpected mortality particularly 
4-7 days after operation. Irreversible changes in the 
adrenals, liver and kidneys may well be responsible for 
these deaths. 

If any operative procedure is contemplated involving 
the insertion of a graft it must be appreciated that the 
first operation presents the best chance to deal with the 
condition. Subsequent operations on the same site, e.g. 
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and external iliac arteries in experimental animals (dogs) 
are described and discussed. 

4. Important points in the manufacture and insertion 
of plastic grafts are discussed. 


We should like to thank Mr. Henry du Toit for the excellent 
illustrations, and Professor W. E. Underwood for the facilities 
— to us in the Department of Surgery, University of the 

itwatersrand. 
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THE AGING PATIENT* 
I. M. Hurwitz, M.R.C.S., L.R.C.P. 
Cape Town 
Unable to deal with the whole subject, I propose to act as a rover, mortality from arteriosclerosis. Nevertheless Dolgin et a/.*, in a 
snatching at random at morsels in the vast field of geriatrics, survey at a Jewish Aged Home in Chicago, found that, although 


nibbling at them and running away to the next disjointed fragment. 

Being a General Practitioner you must not expect me to throw 
new light on any medica! obscurities; nevertheless, as one slogs 
for years through the chores of general practice, one accumulates 
certain hunches or ideas which may or may not be reasonable. 
It is, therefore, a privilege to be enabled to test their feasibility, and 
perhaps stimulate other GPs to stir up the storehouse of their 
memories. The knowledge and experience of a lone GP is insignifi- 
cant but there is no limit to dividends accruing from unrese 
pooling of ideas. 

Seeing that disease in the old tends to run a downward course, 
it is often an achievement to be proud of if one manages to maintain 
an old patient in the status quo and prevent further deterioration. 
In an irritable mood a doctor asked his elderly patient whether he 
expected to be rejuvenated. ‘No’, replied the old man, ‘I don’t 
want you to make me young, I want you to keep me old, and no 
worse than I am now, for as long as possible.’ This, however, 
should not be our objective for fortunately we can now accomplish 
much more than that. 


Arteriosclerosis 

The most prevalent disease-producing factor in geriatrics is 
arteriosclerosis. No organ of the body is immune from its ravages. 
Thus Boas et al." found that 33 % of a group of 343 men and 23 % of 
a group of 225 women of over 40 suffered from arteriosclerosis; 
I estimate that at the age of 60 the figures are about 80% for both 
sexes. Nevertheless one need not become despondent on discovering 
advanced arteriosclerosis in an elderly patient. 

The greatest catastrophes that arteriosclerosis precipitates are 
from its effects on the heart or the brain; yet Wolff* states that 
high-grade arteriosclerosis is found at autopsy in the brains of 

ple who were free from mental symptoms, and who controlled 
important positions until their death. Consequently some scientists 
maintain that no close correlation can be found between cerebral 
arteriosclerosis and mental aberration. 

The heart is the organ which suffers the greatest morbidity and 


* An address given in a symposium on Aging at a meeting of the 
Cape Western Branch of the Association on 29 July 1955. 


77 -5% of the residents whose age was over 70 had some form or 
other of heart disease, less than half had symptoms indi- 
cating diminution of cardiac reserve. Of course one notes that 
these people were in a home where they were exposed to minimal 
strain; nevertheless it is well-known that arteriosclerosis is found 
at autopsy in patients who never complained of cardiac symptoms. 


Blood Pressure 

Intimately bound up with arteriosclerosis is high blood pressure, 
a condition which has struck terror in the hearts of the laity and 
perplexity in the minds of doctors. 

In the taking of blood pressure in aging patients there are two 
points which are apt to be ignored: 

(a) Frequently there is a difference between the readings in the 
two arms. This indicates advanced arteriosclerosis in some parts 
of the body. The blood pressure should therefore, when the patient 
is seen for the first time, be read in both arms, and subsequently 
it should be taken on the same arm, and in the same posture. _ 

) With the cuff on, there is often a silent interval in the systolic 
reading. 

To avoid an error one should first obtain the systolic blood 
pressure by palpation at the wrist; the auscultatory systolic reading 
is a few millimetres above this. ’ 

A high pulse-pressure, say over 70, indicates an aging inelastic 
aorta, provided the patient does not suffer from aortic regurgitation, 
gross anaemia, thyrotoxicosis or an arterio-venous aneurysm; 
and should be a warning against over-exertion. 

There is a tendency to go all out to reduce a blood pressure 
which is above average. This, however, is irrational medicine, for 
a raised blood pressure is not always injurious; on the contrary 
it is sometimes beneficial. The blood pressure is raised in arterio- 
sclerosis in order to provide adequate force for pumping blood 
through the narrowed coronary and cerebral arteries and the 
periphery. If the blood pressure is unduly reduced coronary 
ischaemia or cerebral anaemia may result, together with their 
attendant symptoms, and impaired peripheral circulation. I have 
seen no harm accrue to an individual from a blood pressure 
150/100 mm. Hg. It will not — unless there are complications — 
precipitate cerebral haemorrhage, and it is at the same time high 
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ore one should not attempt to reduce a diastolic 
eoeery x... of 100 mm. or less unless the patient has symptoms 
which can be attributed to this condition. 

Other body changes which set in with age may be equally bene- 
ficial; for example, the loss of weight so prominent a feature in 
some elderly (provided, of course, it is not an indication of a 
wasting disease). It may cause the patient or his relatives some 
anxiety, yet it brings advantages, by decreasing the work required 
of the heart. It is true that the heart also atrophies, but it does so 
toa proportionately lesser extent than the rest of the body. — 
is no need to mention the well-known fact that in general thin 
people live longer and are healthier than fat people. 


Diseases of the Respiratory System 

The most common diseases of this system are bronchitis, asthma, 
emphysema and pneumonia. A ‘cold’, or respiratory infection, in 
an aging person has more serious potentialities than in the young. 
Every precaution should therefore be taken to prevent it. Old 

ple’s living rooms, bathrooms and bedrooms should be warm 
But well ventilated, and their beds warm. Out of doors they should 
be warmly clad and protected against the wet. 

Sprunt et al.* gave to 200 elderly people who were subject to 
respiratory infections a daily dose of 500 mg. of aureomycin and 
found that over a period of 3 years the number of their infections 
diminished and their general health improved, while they showed 
no significant changes in the basic flora of the alimentary tract. 
Inasmuch as clinical results should outweigh theoretical considera- 
tions, I have tried this preventive treatment in several cases, and am 
very happy about the results. 

Emphysema is caused by decrease in the elastic substance of the 
lungs which, together with the rigidity of the thoracic cage, favours 
= collection of lung secretion, prevents its expulsion, and hinders 

gaseous exchange. The respiratory response to CO 
diminished, and by administering oxygen alone one is risking éo, 
narcosis and coma. Intermittent administration of O, or a mixture 
of O, and CO, is preferable. 

fos Se qantas, cases of bronchial asthma benefit by a low 
sodium intake and by Diamox, because the latter increases the 
ventilatory response to inspiratory CO, and also because 
emphysema is often associated with right ventricular hypertrophy 
and hyperpiesis. Furthermore they are greatly benefited by vitamin 
C, 600 mg. daily, which helps to improve and restore the integrity 
of damaged pulmonary mucosa. 

Emphysema and chronic bronchitis can be greatly improved by 
breathing exercises, which should be initiated by a skilled physio- 
therapist. A further help is an abdominal support (belt) worn below 
the umbilicus; this increases the intra-abdominal pressure and 
aids expiratory ascent of the diaphragm. Sublingual Isuprel, 
15 mg. os times daily, and intravenous aminophylline are also 
_— Potassium iodide, in spite of its modern loss of popularity, 

remains one of the most useful drugs; it does liquefy the plugs 
of mucus in the bronchial tubes, especially in asthma. Paraldehyde 
injection or rectally is the best sedative or hypnotic, and Pethidine 


(bemerol) is safer than 
Bronchograms carry the danger o: pulmonary function, 


asthmatic patients. 


commence antibiotic treatment on the least indication. 


Surgery 


Improvement of surgical technique and anaesthesia, the intro- 
duction of antibiotic and cunuineenenatie drugs, and early 
ambulation, have considerably improved the survival chances of 
elderly surgical patients. Like other candidates for operation, they 
should receive carefully planned pre-operative investigation and 
treatment; nevertheless the clinician is justified in expecting that an 
elderly person who goes about his business with little discomfort, 
k upstairs without marked dyspnoea, has no peripheral 
has no urinary handicap, and produces a urine of a mini- 
mum specific gravity of 1016, will tolerate even major surgery under 
the hands of a anaesthetist and surgeon. The patient with 
disease, however, should not share in this dispensation, 
for his are poorer. 

Emergency surgery carries a much greater risk than elective— 

2 against The remedy is obvious. 
It is the G.P.’s function to see that the patient has all treatable 
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ysical defects attended to before he comes to operation, and that 
nutritional faults, dehydration and anaemia are counteracted. 

Elderly patients with a low haemoglobin do badly and are 
intolerant of much blood loss. They are equally intolerant of an 
overload of fluid. Hence the difficulty of deciding on the amount 
of fluid to give post-operatively. Weighing the sponges before and 
after operation may give a fair idea of the amount of fluid lost, 
and therefore to be replaced. 

Raising an elderly patient’s legs quickly for the we pe J or 
Trendelenberg position, is a risky procedure, as the blood draining 
from the legs may overload an arteriosclerotic circulation. 

Many a pulmonary embolus can be avoided if the doctor palpates 
the patient’s calves on his daily visit and insists on gentle leg 
movements. 

Urinary Retention and Incontinence 

These constitute two great problems in the care of the aged. 
GPs and harassed specialists are too ready to a catheter. 
It is often a rainy and cold night when one is drawn in to a groaning, 
impatient and agitated old man who complains of not having passed 
water for at least 12 hours. As often as not, one of the ordinary 
common tricks will help, such as a warm bath, or the melodious 
sound of running water, or the assumption of the attitude of 
quadruped mammalians, or an enema. Rectal examination may 
reveal inflamed haemorrhoids or a rectal fistula causing reflex 
retention; in such cases a suppository, by relieving the rectal spasm, 
will enable the patient to empty his bladder. 

But far too often, the doctor or the patient will not wait and a 
catheter is inserted with whatever primitive aseptic precautions 
are available in a distracted household. They say passing a catheter 
is like taking a car into a repair garage. I heard Dr. O. Olbrich 
of Sunderland, England, state that so much harm ensues from 
catheterization that he would gladly chop off every hand that uses 
it in acute retention. Of course he was exaggerating in order to 
impress; he claims, however, that it is less harmful to perform a 
suprapubic puncture. 

In the vast majority of cases it is an en prostate which 
causes the trouble, and as it is the function of the GP to relieve 
suffering and pain, even with methods less than 100% correct, 
we GPs will continue to risk catheterizing patients without tarnish- 
should guard against accepting the patient’s diagnosis that his 
retention has cured itself. 

Frequency. In contracted and irritable bladders without any 
obvious pathological condition, ephedrine, }-? gr., or probanthine 
50-100 mg., often diminish the frequency and obviate a disturbed 
night. But these should be used with care in stricture or glaucoma. 
Some people recommend strychnine, but I have found no use in it. 

A patient can be trained to improve his or her bladder tone and 
urogenital musculature by simple exercises. Some advise them 
to wait for the third urge before urinating. 

Incontinence. There should be no confusion between frequency 
and incontinence. Only those should be considered incontinent 
who wet themselves, and the number of wettings can be 
as a measure of improvement or otherwise. 

Incontinent patients, too, benefit by exercise 
but most of them require operation. No woman should be pees 
an operation for the repair of stress-incontinence or prolapse, 
for they are amongst the most inconveniencing and demoralizing 
handicaps of womanhood. One is shocked at the number of women 
gadgets 

Before leaving the urinary tract, a word should be added about 
its neighbour—the Ds gene In carcinoma of the prostate, when 
stilboestrol alone fails to relieve, stilboestrol plus small doses 
of cortisone gives subjective improvement, provided one takes the 
usual precautions against sodium retention, and remembers the 
dangers of stopping the drug abruptly. Also one should remember 
that, taken over a long period, cortisone enhances osteoporosis. 

An aid to the diagnosis of carcinoma of the prostate is to micro- 
scope smears of prostatic secretion, when cancer cells may be 
detected. It should be used more often. 

Cortisone is also useful as an adjunct treatment in aged patients 
with severe infections which do not respond to antibiotics alone; 
it should be used more often—with care, of course.* 


Drugs 


Both the absorption and elimina of orally administered 
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produce a more intense effect. A rule which I find useful is given 
by Thewlis: Decrease the dosage of depressants, increase that of 
stimulants. 

Barbiturates and bromides can be the most useful, but also the 
most treacherous, drugs. Being slowly eliminated they are cumula- 
tive and, like belladonna and hyoscyamus, can, especially in the 
elderly, produce serious signs of overdosage—delirium and con- 
fusion—and lure the uninitiated into increasing rather than 
discontinuing the drug completely, with disastrous results to the 
patient. Three-quarters of a grain of Seconal or Nembutal is an 
adequate hypnotic in a novice, though if it is continued regularly 
he develops tolerance and also dependence. 

A good night’s rest is capable of turning a miserable, disgruntled 
and self-pitying patient into a happy, hopeful and pleasant human 
being; whereas the physical and mental condition of the patient 
deteriorates subjectively and objectively after a couple of sleepless 
nights. Therefore, in spite of the fact that hypnotics have a cumu- 
lative and stupefying effect on elderly patients, their use is justified 
and indispensable. Moreover, it is claimed that certain deleterious 
effect of barbiturates can be eliminated by administering to the 
patient 200 mg. of vitamin C together with the hypnotic on the 
next morning.’ 

Kirk et al.° showed that the ascorbic-acid blood-concentration 
decreases with age, and that this defect can be adjusted by the 
administration of additional vitamin C. Vitamin C has numerous 
beneficial effects, has a hepatic detoxicating action, and facilitates 
the destruction of histamines and tyramines and other noxious 
substances. 

O. Heroux,® of Quebec, reports that ascorbic acid in the form 
of sodium ascorbate brings back to normal the hypertension 
caused by excess of NaCl in the diet. 

Larger doses of alcohol and insulin are tolerated in the aged. 

There is difference of opinion with regard to the requirements 
of digitalis; Paul White and Thewlis advise smaller doses. 

Administering drugs to elderly people for the sake of demon- 
Strating one’s activity is unjustified. Much harm is done by over- 
treatment, but judicious placebos are in order. 


Bruising in the Elderly 

The causes responsible for superficial haemorrhages in the elderly 
are legion. There is one type dignified by the title ‘purpura factitia 
senilis’. It begins as small purpuric spots on the forearm, hand, 
face and other parts of the body, which coalesce into large irre- 
gularly shaped blotches, and take weeks or months to disappear. 
These haemorrhages cause much trouble, not in themselves, 
but because they resemble bruises and are, as a matter of fact, 
often caused by the slightest pressure, or even—according to some 
nurses—by the gentlest of caresses; as a result nurses and atten- 
dants are often wrongly accused of mishandling their charges. 
Vitamin C, 400 mg. per day, diminishes the tendency to bleed 
easily, accelerates absorption, and may prevent haemorrhages into 
internal organs. 


Tinnitus Aurium 


Noises in the ears are a symptom of common occurrence. In 
many cases the cause can be found and remedied, but there are 
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people who suffer from distressing noises in the ears with no appa- 
rent local or constitutional cause. No remedies—even such heroic 
but hardly laudable measures as destruction of the cochlea and 
division of the 8th nerve'’—have proved of any avail. However, 
in some such cases small doses of ephedrine, 4-4 gr. t.d.s., is very 
helpful, especially if combined with theophylline and phenobarb. 
I also find ephedrine effective in some patients complaining of 
giddiness. 


Geriatrics as a Speciality 


Differences in appearance and reactions between old persons 
and young persons are so prominent and obtrusive that they 
overshadow the more numerous identities and have given rise 
to the opinion that the practice of geriatrics should become a 
speciality. It would be a retrograde step if the care of the aged were 
to be consigned to a speciality. Geriatrics is the application of 
experience and knowledge in an attempt to remedy all the ills of 
the aging patient. This necessitates the cooperation not only of 
every division of medicine, but also of every branch of physical 
and psychological science. No single person can become an autho- 
rity in all of them. Therefore, geriatrics cannot become a speciality, 
The elderly patient should remain the responsibility of the GP who, 
warned of all the pitfalls, should make unstinted and unbegrudging 
use of specialists and consultants according to indications. 

Through the recent unprecedented achievements in the conquest 
of disease and improvement of nutrition, we doctors are largely 
responsible for extending the average individual’s span of life 
beyond the psalmist’s three score years and ten. We owe it there- 
fore to those whose lives we helped to extend to see to it that these 
added years are not years of agony and misery in which one ‘longs 
for death, but it cometh not’, but years of physical, mental and 
social health and contentment. And we can do it if we try to 
fathom the cause of the minor ills of aging humanity no less than 
the major. This can be accomplished by greater exchange of ideas 
between doctors, scientists and sociologists in every country. 
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NURSING OF THE AGED* 


Louis BLuMBERG, M.B., B.Cu., D.P.H. 
Hon. Visiting Physician, Somerset Hospital, Cape Town 


The importance of skilled nursing as a vital adjunct to the medical 
or surgical treatment of disease has long been recognized. But 
there are two periods in the span of life where, even when there 
is no question of any pathological condition, human beings are 
dependent upon the help and care of others, viz. infancy and 
senescence—the beginning and the end of life. And it is in these 
that the science of nursing reaches, perhaps, its greatest heights 
of dedication. 


* An address given in a symposium on Aging at a meeting of the 
Cape Western Branch of the Association on 29 July 1955. 


The medical science of geriatrics—the study of old age and its 
diseases—has made enormous strides during the last decades, but 
it is only comparatively recently that doctors have come to accept 
the fact that old age, in itself, is a normal physiological condition, 
and by no means a pathological state. With this realization a new 
medical speciality, with its own particular problems and treatments, 
has opened up. And hand in hand with this, the field of nursing 
requirements had widened considerably, not only in the necessary 
specialized knowledge but the number of trained nurses. 

Unfortunately, on just these two points a complex and con- 
flicting situation has arisen. For, as the number of aged persons 
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increases yearly, the number of nurses available for their proper 
care and comfort seems to be diminishing. The reason for this 
js not uninteresting. 

Owing to modern developments in preventive and curative 
medicine, there has been a great drop in infant mortality, and at 
the same time the death rate amongst the over-65-year-olds has 
decreased even more spectacularly. 

World research in this field shows that the ratio of elderly 
persons to younger members in each family unit, which in 1891 
was | in 36, is today 1 in 15; in 20 years’ time we may expect it 
to be 1 in 7. And, according to Professor Sadie of Stellenbosch, 
by the end of the present century, the over-65-year-old group will 
constitute 10-6°% of the white population of South Africa, as 
against 6 -2% in 1946. In the nature of things one may assume that 
the majority “of these people will be in need of some professional 

nursing from time to time, even when technically they are ‘enjoying 
good health 

But where are we going to find nurses in sufficient numbers to 
carry out this work? Owing to the continuous extensions of the 
public-health services in South Africa, more and move trained 
nurses are being absorbed into clinics—children’s, ante-natal, 
post-natal, tuberculosis, V.D., and so on. New hospitals are also 
being built. The result is that, while these essential institutions 
are adequately staffed, the number of district nurses and private 
nurses available has become far too small for the many and urgent 
calls upon their time. And as I see it, the first constructive step 
towards catering for the needs of our old people is to increase 
the number of our district nurses drastically. 

An old person, unless suffering from some specific disease or 
acute infection, is undoubtedly best off at home, in familiar and 
trusted surroundings. The very fact of being in one’s own room, 
in one’s own bed, not subjected to the irksome and impersonal 
routine of an institution, gives a comforting illusion of well-being 
and normality. But not everyone is in a position to give the neces- 
sary attention to an aging relative, or has the means to employ a 
permanent trained nurse. This is where the frequent, or even 
occasional, visits of a district nurse should prove invaluable. In 
more serious cases they would undertake duties which were beyond 
the skill of untrained attendants and, in the normal routine nursing 
of the frail and helpless, would give advice and instruction during 
their periodic visits. As I see it, the district nurse is, in the end, 
going to prove the most satisfactory solution to the ever-growing 
problem of how to cope adequately with the undoubted needs of 
the senescent. 

But even if circumstances permitted of another solution to the 
problem, what are the alternatives? The private nursing home? 
It is practically impossible to find a bed in any one of them, for 
understandably, they do not cater, nor are they equipped, for 
chronic cases. Besides this, the cost of staying there for an indefinite 
period would be beyond the means of most people today. One of 
the many houses that advertise the care of the aged or chronic 
sick? These, with some exceptions, are deplorable substitutes for 
even the most casual and indifferent home care. As laid down by 
law, there is, indeed, one qualified nurse in attendance, but she 
is limited by the possession of only two hands and two feet; and 
for the rest, the staff seems to consist of untrained personnel, often 
of the less desirable housemaid type. 

And finally, the Government institutions? Working at full 
pressure, they are hardly able to cope with the acute needs of our 
growing population. So there again, the admission of aged people 
needing some care is exceeding difficult to achieve, unless they are 
suffering from a condition that can be cured within a reasonable 
amount of time, and can then be discharged. 

Without undue cynicism, it almost seems that the most priceless 
of all gifts that science has presented to humanity—longer life— 
is going to prove more of an embarassment than a blessing, unless 
steps are to be taken to provide a suitable background and way of 
life for this new generation that we have created with our brains. 
— sired the ancient babe, surely we are responsible for its 
welfare. 


To meet this responsibility, it is imperative that the nursing 
syllabus, as it stands today, should be somewhat modified and 
expanded to include some specialized instruction in what, for the 
sake of brevity, we shall call geriatric nursing. In the care of the 
aged, the normal nursing course, though essential, does not go 
quite far enough. For the present, I do not advocate geriatric 
nursing as a subject for postgraduate study; because after a 
3}-year nursing course, another year as staff nurse, and still another 
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year for a midwifery certificate—not to mention diplomas in fever 
training and the nursing of children—one could hardly expect a 
nurse to devote still longer to the purely academic side of her 
profession. Besides, in some subjects—mental nursing, to name one 
—the amount of knowledge she will require in the care of the aged 
(for whom her training in psychological handling will be of value) 
can easily be covered by a short elementary course included in 
her normal training. If the nursing syllabus were not designed 
to turn nurses into imitation doctors, but were confined within 
the scope of nursing, there would be time for everything. 

It is impossible in a short article to touch on every angle of the 
course of study having special reference to the nursing of the aged. 
But 4 of the main points would, I think, be as follows: 


Body Mechanisms 


The aged should always be kept out of bed wherever possible. 
This prevents venous stasis, emboli and hypostatic pneumonia, 
and helps the circulation. Even in degenerate arthritic conditions 
of the joints, which frequently occurs and where rest is essential 
and complete ambulation harmful, the patient should be encouraged 
to move about with the aid of a stick. This dispels the fear, so 
very prevalent, of becoming helpless cripples. Large shoes, with 
a straight last and rubber heels, should always be worn to prevent 
any undue pressure on bunions and deformed joints. Even in 
cardiac conditions such as congestive cardiac failure or thrombosis, 
short periods out of bed can do no harm, though changes in the 
ng and breathing, or signs of collapse, should be carefully looked 
or 

Should the patient however have to be confined to bed, frequent 
change of position every two or three hours should be the rule. 
Pressure points, especially the elbows and heels, by which he levers 
himself, have to be guarded against bed-sores. Besides the usual 
application of air-rings, water-beds, ring-pads, etc., the usual 
prophylactic massage to increase the blood circulation of the skin 
must be carried out, though not too vigorously. And on account 
of the dry skin of the aged a fatty substance such as lanoline is 
preferable to alcohol. After massage, all the pressure points should 
be covered with sponge rubber or the woolly side of sheepskin as 
an additional safeguard against pressure. When an aged patient 
is confined to bed for even short periods, muscular weakness, joint 
stiffness and contractions rapidly appear. These should be pre- 
vented by massage and physiotherapy, daily movements of all 
joints, and adequate pillow or other support. 


Prevention of Hypostatic Pneumonia 


After chronic cardiac-vascular disease, prolonged bed rest is 
the main cause of hypostatic pneumonia. The main symptoms 
(dyspnoea, cough and temperature) are easily recognized by the 
nurse, but prophylactic treatment should be instituted as a matter 
of course. It is essential that patient should be well propped up, 
with support for the back to prevent crowding of the diaphragm 
by the abdominal organs; and there should be 2-hourly changes 
of position. But should therapeutic methods be necessary, inhala- 
tions of CO, and oxygen therapy should be resorted to. Breathing 
exercises and clearing of the respiratory tract are very helpful. 
Smoking may be permitted unless contra-indicated by such con- 
ditions as peripheral vascular disease or acute lung conditions, but 
only under adequate supervision; fatal accidents from burns in 
elderly people who smoke at night and set the bedclothes alight 
are not infrequent. 

Skin 

The skin is the barometer of age and, long before any apparent 
changes are discovered in the other organs, the skin exposes its 
senile changes. The loss of fatty tissue and the atrophy of the 
sweat and sebacious glands give rise to feelings of coldness, and 
the aged should always be kept warm. Room temperature should 
never be allowed to drop below 70 or 75° F. Nursing between 
blankets and the wearing of long woollen socks is permissible. 
An electrically heated blanket is preferable to electric pads, which 
easily get out of order, or hot water bottles, which require constant 
attention. In washing, superfatted soaps should always be used, 
and bathing twice weekly is sufficient. Daily baths often cause 
irritation of dry skin, and ‘woollen garments may give rise to 
pruritus. The degenerated skin of the aged readily undergoes 


reactionary changes from diseases such as uraemia, diabetes, 
leucaemia, avitaminosis and varicose ulcers and requires prolonged 
Hair-dyes and cosmetics should be used very 


nursing attention. 
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ringly since they may cause skin irritation. Sedatives, preferably 
loral hydrate, should always be given for loss of sleep due to 
extreme skin sensitivity. Pigmentation and keratitis should be 
treated with circumspection; their over-treatment or removal may 
give rise to malignancy. 

Corns and callouses caused by pressure are not infrequently en- 
countered and should be treated in the normal manner. Over-large 
shoes and stockings are to be recommended, especially when there 
are arthritic changes. And great care should be taken while pedi- 
curing, since slight injuries to the nails or toes may set up a gangre- 
nous condition in patients with poor circulation. 


Food 

Like the very ‘young, the aged are fastidious about their food, 
and faulty eating-habits over a span of many years are difficult 
to break down. People of very slender means, or those who live 
alone with only themselves to cater for, very often exist mainly on 
carbohydrates, with very little protein or vitamin intake. This 
results not infrequently in osteoporosis, skin conditions, eye 
diseases and glossitis; while, on the other hand, obesity due to 
overeating can be the direct cause of diabetes, cardo-vascular 
changes and liver conditions. 

The feeding of the aged patient is an extremely important item 
of nursing for mealtimes may be the most exciting events in an 
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ular Public Lecture. City Hall, Sunday evening, 16 October 
at 840 (15 minutes after conclusion of Church Service). President 
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otherwise dull day. Food should be given in smallish quantities, 
appetizingly cooked and attractively served. It should be consumed 
at the patient’s leisure without unnecessary disturbances. Oral 
hygiene is particularly important, and the mouth should be cleansed 
with peroxide before and after meals. With the atrophy of the 
taste buds and diminished HCI in the stomach, food should be 
well seasoned, and a mixture of HCI and pepsin is of great aid in 
the process of digestion. 

Carbohydrates and fats should be somewhat restricted to prevent 
obesity, and the intake of proteins encouraged, depending upon 
the renal and liver functioning. Meat and fresh eggs should be 
freely given, and powdered milk should be added to the food 
wherever possible. If the patient insists on milk, skim milk with 
its low fat content should be used. Vitamins must be pushed as 
much as possible. Yeast, liver solution and ascorbic acid should 
4 added to the normal vitamin-rich foods. Hydrolized Proteins 

are in vogue and foods for old people already take their place in 
the chemist’s shelves alongside the baby foods. 

Alcohol as a food is unsatisfactory. It lacks vitamin B, but as an 
emotional factor it is excellent. It is a remover of worry, creates a 
sense of well-being and stimulates the appetite. And in the last 
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of Medical Association of South Africa (Dr. L. E. Lane) in the 
chair. Speaker: Mr. H. J. B. Atkins, Director of Surgical Unit, 
Guy’s Hospital, London. Subject: Fears may be Liars. 

Opening Ceremony of Congress and Presidential Address and 
Reception. City Hall, Monday night at 8.15. After the ceremony 
the President of Congress (Dr. J. H. Struthers) will meet and 
entertain guests to light refreshments in the Pretorius Hall. Dress: 
formal with academic dress. 

Opening of Trades, Scientific and Doctors’ Hobbies Exhibitions. 
Joint opening ceremony in the Main Exhibition Hall (Gymnasium 
Building) on Monday 7: 11 a.m. Opening address by President 
the Association (Dr. G. v. R. 


of the Northern Transvaal Branch of 
Mostert). 

Congress Banquet. City Hall, Wednesday _ at 7.15, 
H.E. the Governor General and Mrs. Jansen will attend the 


banquet, which will be a mixed function, limited to about 700 
people. Priority will be given to those who have given prior 
intimation of their intention to attend. Visitors may not invite 
private guests. 

Congress Ball. City Hall, Friday night at 8.30. Priority will 
be given to those who have given prior intimation of their intention 
to attend. 

Viceregal and Civic Functions 

The Governor General’s Garden Party. Government House, 
Tuesday afternoon at 4.30. Their Excellencies have extended a 
warm welcome to all Congress visitors. 

Civic Reception at Fountains. A cocktail party at Fountains 
Kiosk, Thursday afternoon at 6 o’clock His Worship the Mayor 
of Pretoria (Dr. H. Muller) and Mrs. Muller, and the City Council, 
cordially invite all Congress visitors. 

Sports Arrangements (all at Pretoria. Coun’ ub) 

Campbell-Watt Golf Trophy. Thursday commencing 
at 1.30 o’clock. ledal competition, with prizes: (1) Ist prize, 
(2) runner up, (3) best gross. Entry fee 10s. Od. including caddy 
fee, tip, tea, etc. 

Tennis. There will be tennis for anyone be my to play on 
Thursday afternoon from 2 o'clock. Prizes will be presented. 

Ladies’ Golf Competition. Thursday morning at 8.30. Medal 
competition with prizes: (1) !st prize, (2) runner up. Entry fee 
10s. including caddy fee, tip, tea, lunch, etc. 

Men’s Bowls Competition. Thursday afternoon at 2.15. A 
trophy will be awarded. Entry fee 5s. Od. (intention of playing 
must be intimated at ge ye 

Racing. Arrangements will be made on request. 

Dinners, Luncheons, etc. 

Members must inform the 
are mentioned 


respective conveners (whose names. 
below) if they wish to be present: 
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ag Luncheon, Hotel Assembly, Thursday 1 p.m. Dr. W. 


Medical Women’s Luncheon, Fountains Kiosk, Thursday 
lp.m. Dr. E. Franks. 
Manchester and Liverpool Luncheon. Pretoria Country Club, 
Tuesday 1 p.m. Dr. J. H. Struthers. 
a Hotel Assembly, Tuesday 7.30 p.m. Dr. W. A. 
rd. 
a Dinner, Pretoria Club, Tuesday 7.30 p.m. Dr. G. K. 


Loveday. 

Ortho ic Group Dinner, Pretoria Club, Tuesday 7.30 p.m. 
Guest of honour: Mr. John Charnley. Convener: Mr. S. Sacks, 
Johannesburg. 

Medical Christian Fellowship Dinner, Hotel Assembly, Tuesday 
7.30 p.m. Speaker: His Honour the Administrator of the 
Transvaal (Dr. W. Nichol). Convener: Dr. P. M. Bremer. 

Oud Nederlands Studente, Constantia Club, 259 Paul Kruger 
Street, Tuesday 7.30 p.m. Dr. G. van Waalwyk van Doorn. 
— Alumni Luncheon, Thursday at 1 p.m. Dr. E. 

asser. 


General Information 


Transport Arrangements made by Ladies Transport Committee. 
Telephone Lady Transport Officer at Congress office (4-314). 

Postal Facilities. Mobile P.O. van at Congress office mornings 
and afternoons. 

Banking Facilities. A banking agency at Congress venue daily 
9 a.m.-12.30 p.m. 

Refreshments. Morning and afternoon teas served free in the 
Tea Garden (entrance via Trades Exhibition Halls, where luncheons 
will be served at 5s. Od. per head. 

Lounge and Rest Room. Attractive general lounge for ladies 
and men on top floor of the Gymnasium Building. 

Trip to Game Reserve, leaving Pretoria on Saturday, 22 October 
after assembling at the University at 7.30 a.m. On the return 
journey, on Monday, 24 October, the party will call at the Croco- 
dile Valley Citrus Estate as the guests of Mr. Ivan Solomon. 
ee charges approximately £2 10s. Od. per person, excluding 
travelling. 

Club Facilities. The following clubs have extended the courtesy 
of the organizations and institutions to members of Congress: 
Pretoria Country Club, Swartkops Country Club, Irene Golf 
Club, Pretoria Golf Club, Wingate Park Country Club, Con- 
stantia Club, German Club, Pretoria Club, Pretoria Women’s 
Club, Hollandia Club. Badges to be worn. 

Congress Brochure. This will be issued at Registration. Inter 
alia it will contain abstracts of papers to be read at the scientific 
meetings. 

Copies of Scientific Papers. A \imited number of roneo’d copies 
of papers read at Congress have been made up in booklet form for 
each separate section. 

History of Pretoria. A limited number of this handsome Cen- 
tenary souvenir, costing £3 10s. Od. per booklet in a limited edition, 
will be sold to members for £1 10s. Od. 

Jewish Church Service. Great Synagogue, Pretoria Street, 


S.A. TYDSKRIF VIR GENEESKUNDE 


Friday at 4.45 p.m. Conducted by Cantor A. Zwick. Sermon 
by Rev. S. Katz, with whom those interested may get in touch. 
Programme for Ladies 

Sunday 16 October: Registration. 7.30 p.m.—Church Service. 
8.30 p.m.—Popular lecture. : 

Monday: Registration. 11 a.m. Opening of exhibitions. 2.30 p.m. 
—Drive round City. 8.15 p.m.—Opening ceremony and Presi- 
dential reception. 

Tuesday: 10.30 a.m.—Morning tea given by Mrs. J. H. Struthers, 
wife of President of Congress, at Pretoria Country Club. 2.30 p.m, 
—Jewel-craft demonstration. 4.30 p.m.—Governor General’s 
garden party. 

Wednesday: 10-11 a.m.—Mannequin parade, Culemborg 
Hotel. 2.30 p.m.—Visit to Police Dog Training Depot or to 
Bureau of Standards. 7 p.m.—Congress Banquet. 

Thursday: 10 a.m.—Visit to Olifantsfontein Potteries or Tennis 
or Golf or morning tea and popular lecture at Pretoria Country 
Club or Pretoria Women’s Club. 2 p.m.—Ladies’ bridge at Pre- 
toria Country Club or Demonstration of manufacture of jewels 
by Col. and Mrs. Gilroy King. 6 p.m.—Civic Reception at Foun- 
tains. 

Friday: 10 a.m.—Musical morning at home of Mrs. C. Swart 
or Exhibition of coins at Reserve Bank and exhibition at Pretoria 
Normal College. 2.30 p.m.—Visits to Voortrekker Monument, 
Engelenberg Museum, Union Buildings and Mapoch Native 
Village. 8.30 p.m.—Congress Ball. : 

Dress. Formal evening dress must be worn to the Opening 
Ceremony, Congress Banquet and Congress Ball, and long gloves 
at the Congress Banquet. 

Morning and afternoon teas daily at venue of Congress (free) 
and lunches (5s. Od.). 

Hairdressing appointments may be made in advance through 
eee. Lombard, 267 Dougall Street, Muckleneuk ( 


Scientific Excursions 

S.A. Bureau of Standards, Wednesday 2.30 p.m. 

CSIR open on Friday from 2 p.m. : 

Pathological Institute, Beatrix Street. Dr. Pijper will show films 
daily at 8 a.m. and 5 p.m. followed by tours of the institute. 

Onderstepoort. Wednesday morning. 
Scientific Information 

Address by Dr. M. J. Broderick, National Society, SANTA, 
Monday at 5.15 p.m. 

Inaugural meeting of S.A. Nutrition Society in Room 1, Old 
Arts Block, Monday at 11 a.m. 

Film on Circulation in the Giraffe (Prof. H. R. Goetz and Dr. 
O. Budtz-Olsen) in Room 30, Old Arts Block, Monday at 11 a.m. 

Lecture by Director General of World Health Organization 
(Dr. G. M. Candau), Monday at 4.30 p.m. 


Annual General Meeting of Medical Association of South Africa 


THE ANNUAL GENERAL MEETING will be held at the 
venue of Congress on Monday 17 October at 12 noon. 


TIME TABLE OF SCIENTIFIC PROCEEDINGS 


MONDAY 


ll a.m. Film on Circulation of the Giraffe, R. H. Goetz and O. 
Budtz-Olsen. 30. 

2-3 p.m. Derm. and Publ. Hlth., 58* — Cutaneous manifestations 
of tuberculosis in the Western Cape, Jean Walker. Gynaec. Obstet., 
42*—Treatment of spontaneous rupture of the uterus ..., A. A. 
Linnington. Photography of cervix uteri, P. H. Oosterhagen. Hosp. 
Admin., 53—Distribution of interns to hospitals, P. N. Swanepoel. 
Med., G.Ps. and Path., 30—Coronary artery pattern of the Bantu, 
R Singer. Inter-racial incidence of myocardial infarction ECG... , 
L. Vogelpoel and V. Schrire. Serum cholesterol, dietary fat, social 
habits and their relation to coronary heart disease, B. Bronte- 
Stewart, A. Moodie, A. Keys and J. F. Brock. Surg., Anaes. and 
Chest Dis., 60—Difficulties and dangers of cardio-vascular surgery 
with an arrested circulation, P. Marchand, P. Knocker and V. 


* The figures following the names of Sections are the numbers of 
the rooms where the respective meetings are to be held. 


Wilson. Neurol., Psychiat. and Neuro-Surg., 5—Further observations 
on electric coma treatment of mental disorders, A. P. Blignaut. 
Orthop., 48—Recurrent dislocations of the shoulder . . . the Johannes- 
burg stapling operation, G. T. du Toit and D. Roux. Ophthal., 
12—Place of opticians in ophthalmology, L. Young. E.N.T., 
16—Rehabilitation of the deaf, H. A. Jooste. Paediat., 25—The 
allergic child, Vera Walker. Radiol., 56—Radiological manifesta- 
tions of amoebic infections of the abdomen, H. 1. Osler. 

3-4 p.m. Chest Dis., 23—Jntrathoracic neoplasms excluding 
bronchogenic and oesophageal tumours, L. Fatti. Derm., 5 
Lipoidproteinosis case presentation, C. M. Ross. Gynaec. Obstet., 
24—Dividing and repairing the fallopian tubes .. . , G. P. Charle- 
wood. Med. and G.Ps., 30—Long-term anti-coagulant therapy in 
myocardial infarcation, M. M. Suzman, H. D. Ruskin, and B. 
Goldberg. Neurol., Psychiat. and Neuro-Surg., and Publ. Hith., 
5—Experiences with D-lysergic-acid-diethylamide, L. A. Hurst, 
E. Reuning, A. J. van Wyk, H. Crouse, P. Booysen and G. Nelson. 
Management of Alcoholism, C. B. Jeppe. Ophthal. 12—Disciform 
keratitis and cortisone, S. Etzine. Orthop., 48—Treatment of 
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osteoarthritis of the hip by central dislocation operation. The prin- 
ciple of stabilization, J. Charnley. Paediat., 25—Comments on 
obesity with special reference to children, M. Witkin. Control of 
infection from clinical thermometers, 1. Mirvish. Publ. Hlth. and 
Paediat., 25—Present position of diphtheria in South Africa, V. 
Bokkenheuser. Path., 2—/mmunity and resistance in clinical cancer, 
L. Cohen. Radiol. and Neurol., Psychiat. and Neuro-Surg. 56— 
Internal carotid angiography. 1. A. Brotman, N. Saks and S. A. 
Kimmel. Surg. 60—Management of carcinoma of the mouth, T. 
Schrire. Urol., 42—J/lustrations in translumbar renal aortography, 
R. P. Schach. 


TUESDAY 


8.30 a.m.-12.45 p.m. PLENARY SESSION, Main Lecture 
Theatre—New Chemistry Block. The etiology and diagnosis of 
carcinoma: 

Recent advances in the study of carcinogenesis, Alexander Haddow. 
Cytological diagnosis of uterine cancer, P. H. Oosterhagen. Aetio- 
logy of primary carcinoma of the liver, with special reference to the 
Bantu races of Southern Africa, Charles Berman. Malignant 
diseases in children, Edith Paterson. The Bantu and the aetiology 
of cancer, Paul Keen. 

2-3 p.m. Anaes., 16—Jntermittent dilute scoline in major and 
minor surgical procedures, J. Abelson. Derm., 58—Plastic surgery 
in certain skin diseases, J. B. Cuthbert. G.Ps., 1—Management of 
hypertension in general practice, W. F. Scott. Obstet. Gynaec., 
24—Mechanics of the abdomen, J. Adno. Med., Path. and Paediat., 
60—Some observations on leukaemia, H. B. W. Greig. Neurol., 
Psychiat. and Neuro-Surg., 5—Medical hypnosis, J. A. F. Denyssen. 
Ophthal., 25—Jritis of allergic origin, Vera Walker. Chest Dis. and 
Radiol., 12—Carcinoma of the oesophagus, D. Fuller. Radiol. and 
Orthop., 42—Vascular patterns in extremity tumours, W. B. M. 
Denny. Surg., 30—Biliary tract surgery, C. A. R. Schulenburg. 
Urol., 2—Prostatic cavity, P. Dennehy. 

3-4 p.m. Anaes., 16—Status thymico-lymphaticus, O. V. S. 
Kok. Derm., 58—Corrective surgical planing. A dermabrasive 
technique for the treatment of acneiform scarring, C. M. Ross. G.Ps., 
1—Psychiatry in general practice, 8. Livni. Gynaec. Obstet., 24— 
Peri-natal mortality, L. G. R. van Dongen. Med., Path., Paediat., 
and Chest Dis., 60—Chemotherapy of leukaemia with particular 
reference to ‘myleran’ and 6-mercapto-purine, H. B. Greig, J. Metz, 
and M. Fitzpatrick. /nvestigations of idiopathic pleural effusion, 
A. I. Lichter and J. Fleischman. Neurol., Psychiat. and Neuro- 
Surg.. 5—Psycho-sociological approach to the problem of neoplasia, 
L. E. Freed. Ophthal., 25—Experiences with a mobile buried implant 
after enucleation, A. 1. Friedman and J. Graham Scott. Orthop., 
42—Treatment of osteoarthritis of the hip joint by bifurcation 
osteotomy with internal fixation, T. B. McMurray. E.N.T., 12— 
Research in fenestration surgery, F. F. Petersen. Radiol. and 
Surgery, 30—Radiological study of the anatomy of the bile duct, 
E. Samuel. Urol., 2—Treatment of bladder tumours, H. Currie 
Brayshaw. 


WEDNESDAY 


8.45 a.m. Derm., 24—Endokrine faktor by acne vulgaris, R. Kooij. 
9.40 a.m.—An unusual bullous eruption, J. Walker and R. Lang. 
9.40 a.m., G.Ps. and Hosp. Admin., 23—Conservation of manpower 
. . » Alcoholism in industrial population . . . , R. Serebro. 8.45 a.m. 
Hosp. Admin., 53—Alcoholism and its treatment, H. Alkema. 
8.45 a.m., Med., 60—Effects of metacortin in rheumatoid arthritis 
and the collagenoses, M. Horwitz. 8.45 a.m. Orthop., 25—Con- 
genital dislocation of the hip, Bryan McFarland. 9.40 a.m.—Early 
recognition and treatment of slipped upper femoral epiphysis, J. M. 
Edelstein. 8.45 a.m., Paediat., Phys. Med., Neurol., Psychiat. and 
Neuro-Surg., E.N.T., Ophthal., Publ. Hith., 30—Symposium on 
cerebral palsy: Sociological problems, M. Medalie; Causes and 
early diagnosis, B. Epstein; Physical treatment, C. W. Coplans; 
Treatment with largactil, E. Fasser; Place of hemo-surgery, L. D. 
Erasmus; Demonstration of cases of cerebral palsy, G. V. Waalwyk, 
V. Doorn; Modern methods in the treatment and management of 
cerebral palsy, G. A. Pollock (with slides and film). 8.45 a.m., 
Radiol., Gynaec. and Obstet., Path., |—Cancer of the cervix uteri 
—treatment priorities, Ralston Paterson. 9.40 a.m.—Pelvimetric 
attachments, J. S. Coller. 8.45 a.m., Surg., 12—Arterial grafting 
and the use of nylon prosthesis, J. Lannon and A. Leonsins. 9.40 a.m. 
Surg. and Med., 12—Surgical aspects of ascites, P. Theron and 
J.C. Allen. 8.45 a.m., Urol., 42—Snykundige manipulasie van die 
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buislose klierstelsel in die behandeling van prostaatkanker, J. N. 
de Klerk. 9.40 a.m.—Film on Carcinoma of the prostate, J. N. 
de Klerk. 11.00 a.m., Anaes., 60—Recent developments in anaes- 
thesia, J. C. Nicholson. 11.55 a.m.,—Film on Recovery room in 
anaesthesia, J. R. Duffield. 11.00 a.m., G.Ps., 24—Constipation, 
R. Schaffer. 11.55 a.m.—Transfusion in shock and haemorrhage, 
M. Shapiro. 11.00 a.m., Gynaec. Obstet., and Radiol., 1—Moulding 
of the foetal head . . . method of investigation, D. Crichton. 11.55 
a.m.—Die iliosakrale gewig—die rol vervul in die vroulike bekken, 
A. J. L. van Rooyen. 11.00 a.m. Hosp. Admin., 5—Hospitalisasie 
van Kinders, J. G. Burger. 11.55 a.m.—Daarstelling van Provinsiale 
hospitaal, R. L. Retief. 11.00 a.m. Med. and Path., 12—Dupuytren's 
contracture in diabetes, T. Schneider. 11.55 a.m. Med. and Chest 
Dis., 12—Patent ductus arteriosus with pulmonary hypertension, 
B. van Lingen, M. McGregor, N. Segel, D. Jacobs, J. Hoffman, 
L. Braude, V. Botoulas, R. Bosman, B. Bradlow, J. Greenstein, 
Josse Kaye and G. A. Elliot. 11.00 a.m. Surg., 16—Aortography 
. . . in obliterative vascular disease, A. Glen. 11.55 a.m. Surg. and 
Path., 16—Primary retroperitoneal tumours, H. Katz. 11.00 a.m. 
Ophthal., 42—Lamellar scleral resection . . . for retinal detachment, 
L. Staz. 11.55 a.m.—Colour slides, L. Staz. 11.00 a.m. Orthop., 
25—Supracondylar osteotomy ..., A. Lewer Allen. 11.55 a.m.— 
Treatment of supracondylar fracture of the humerus, B. Polonsky. 
Monteggia fractures, A. D. Polonsky. 11.00 a.m., E.N.T., 23— 
Antibiotic deafness ; revaluation of modern hearingaid;  Siag 
mastoiditis, O. Popper. 


THURSDAY 


8.30 a.m. - 12.45 p.m. PLENARY SESSION, Main Lecture Theatre, 
New Chemistry Block—Treatment of carcinoma: 

Role of Radiotherapy in... malignant disease, Ralston Paterson, 
Treatment of malignant disease of bone, Bryan McFarland. Surgery 
of intra-thoracic malignancy, David Adler. Cancer of the larynx in 
South Africa, W. A. Kerr. The limits of surgical therapy, H. J. B. 
Atkins. Discussion to be opened by Dr. M. Weinbren. 


FRIDAY 


8.45 a.m. Anaes., Gynaec. and Obstet., Neurol., Psychiat., and 
Neuro-Surg., 2—Anaesthesia in Caesarian section, H. Ginsberg. 

40 a.m. Hypotension in neuro-surgery, H. Hirsch. 8.45 a.m. 
Chest. Dis. and E.N.T., 53—The search for an artificial oesophagus, 
J. C. van der Spuy. 9.40 a.m.—Palliative treatment of carcinoma 
of the oesophagus, G. R. Crawshaw. 8.45 a.m., Derm., 58— 
Acrodermatitis enteropathica, L. J. A. Loewenthal. 9.40 a.m. Gynaec. 
Obstet., 24—The etiology of face presentation, F. Neser. 8.45 a.m. 
Med., Path., Paediat. Surg., and G.Ps., 30—Chemotherapy in 
cancer, Edith Paterson. 8.45 a.m. Neurol., Psychiat. and 
Neuro-Surg., 5—Early natal psychiatry, M. Minde; 9.40 a.m. 
Chlorpromazine in psychiatric disease, L. Shulman and M. Gins- 
berg. 8.45 a.m. Orthop. and Phys. Med., 60—Jnstability and stabi- 
lization of lumbar spine including intervertebral disc, A. Helfet. 
9.40 a.m. Anterior spinal fusion via the posterior route, J. G. A. 
du Toit, G. F. Dommisse/L. H. Muller. 9.40 a.m. Paediat., G.Ps. 
and Publ. Hith., 12—Rheumatic fever in Johannesburg, J. L. Braudo. 
9.40 a.m. Radiol., Med. and Path., 30—Treatment of thyrotoxicosis 
with radioactive iodine, M. Weinbren. 9.40 a.m., Surg. and Urol., 
42—Bilaterial total adrenalectomy via the trans-peritoneal approach, 
P. Helman. 11.55 a.m. Chest Dis., Med., 42—Surgical treatment 
of constrictive pericarditis, W. L. Phillips. 11.00 a.m., Derm., 
58—Pityriasis rosea, . . . pityriasis lichenoides et varioliformis acuta 
and parapsoriasis guttata, J. Marshall. 11.00 a.m. G.Ps., l— 
Endocrinological problems . . . at the bedside, 1. Freed. 11.55 a.m. 
Cardiac treatment and its pitfalls, E. Meltzer. 11.00 a.m., Gynaec. 
Obstet., 24—/mportance . . . of plastic tonus of the abdominal wall, 
O. Heyns. 11.55 a.m.—Retroversion of the uterus, D. F. Standing. 
11.00 a.m., Med. and Chest Dis., 42—Studies by gevalle van 
perikarditis met beklemming, L. F. Malherbe, J. K. Bremer and 
A. J. Brink. 11.00 a.m. Neurol., Psychiat. and Neuro-Surg., 
5—New facts and old misconceptions about the neuroses, J. Wolpe. 
11.55 a.m.—Result of high dosage of insulin therapy at Tara hos- 
pital, F. Reinhold. 11.00 a.m. Surg., 16—Thrombendarterectomy 
in vascular surgery, M. A. Lautré. 11.55 a.m., Surg. and Urol., 
16—Surgical sequelae of bilharzial disease, C. Marks. 11.00 a.m. 
Orthop., 25—Pectoralis minor transplant in recurrent dislocation 
of the shoulder, C. L. Laubscher. 11.55 a.m.—The Bantu knee 
joint . . . meniscal injuries, 1. Southgate. 11.00 a.m., Paediat., 


Neurol., and Publ. Hith., 60—A neurological syndrome in infants 
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recovering from malnutrition, E. Kahn. 11.55 a.m., Paediat., G.Ps., 
and Med., 60—Kwashiorkor in protein malnutrition, J. F. Brock, 
J. F. L. Hansen, E. E. Howe, P. J. Pretorius, J. G. A. Davel and 
R. G. Hendrickse. 11.00 a.m. Path., 48—ZJncidence of hepatoma in 
the southern Bantu, A. G. Oettlé. 11.55 a.m.—Pathogenesis of 
primary liver carcinoma in Africa, J. Higginson. 

2-3 p.m. Anaes., 23—Clinical evaluation of surital sodium 
(thiamylal sodium), M. Barlow and H. Ginsberg. Chest Dis., 12— 
Carcinomatous abscess of the lung . . . operability, G. R. Crawshaw. 
Med., 42—Die elektrokardiogram by die diagnose van kongenitale 
hart toestande, A. J. Brink. The atrial electrocardiogram, B. van 
Lingen and J. Gear. Radiol. and Surg., 16—Simple mastectomy in 
carcinoma of the breast, D. M. T. Cones. Neurol., Psychiat. and 
Neuro-Surg., 60— Diagnosis and removal of brain tumours, H. de V. 
Hamman. Orthop., 25—Modern approach to the fractured os- 
calcis, M. Lunz. E.N.T. and Derm., 24—Original observations in 
2,000 cases of otitis externa, R. Burrell. Gynaec. Obstet., 58— 
Status oorsaak van stuitliggings by die Queen Victoria-Hospitaal, 
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F. Daubenton. Path., 22—Spontaneous malignant tumours arising 
in... multimammate mice, A. Oettlé. Publ. Hith. and G.Ps., 30— 
Public health importance of Coxsackie virus infections, J. Gear and 
P. D. Winter. 

3-4 p.m. G.Ps. and Publ. Hith., 1—Ambulatory treatment of 
pulmonary tuberculosis, R. L. Tobias. Gynaec. and Obstet., and 
Path., 60—Climacteric functional bleeding, S. Shippel. Med., 42— 
Electrocardiographic changes associated with beri-beri heart disease, 
V. Schrire and J. Gant. New auscultatory signs in the differentiation 
of Fallot’s tetralogy ..., L. Vogelpoel and V. Schrire. Orthop., 25— 
Arthroplasty of the hip joint, W. T. Ross. E.N.T., Chest Dis., and 
Radiol., 24—Radium in cicatricial stenosis of the oesophagus, 
W. A. Kerr. Paediat. and Urol., 53—7he common renal basis of 
rickets, B. Senior. Congenital lack of the gonads, R. Hoffenberg 
and W. P. U. Jackson. Surg. and Derm., 16—Surgical management 
of ulcerative (stasis) disease of the lower extremities, 1. Norwich. 
Phys. Med., and Neurol., 22—Physical medicine for the psychiatric, 
R. Robins-Browne, 


ASSOCIATION GROUP MEETINGS 


Annual General Meetings of Association Groups will be held 
during Congress week in the New Arts Block, as follow: 
Monday, 17 October 

9.30 a.m. District Surgeons Group. Room 16. 

9.30 a.m. Full-time Hospitals and Universities Medical Officers 
Group. Room 12. 

9.30 a.m. Mines Benefit Societies Medical Officers Group. 
Room 2. 

Il a.m. Nutrition Society of South Africa, inaugural meeting. 
Room 30. 

2 p.m. R.M.O. Group. Room 23. 
Wednesday, 19 October at 2.30 p.m. 

Anaesthetists Group. Room 23. 

Dermatologists Group. Room 2. 

Medical Officers of Health Group. Room 58. 


Neurologists, Psychiatrists and Neuro-surgeons Group. Room 60. 

Obstetricians and Gynaecologists Group. Room 48. 

Ophthalmologists Group. Room 22. 

Orthopaedic Surgeons Group. Room 16. 

Otorhinolargyngology Group. Room 56. 

Pathologists Group. Room $5. 

Physicians Group. Room 12. 

Radiologists Group. Room 53. 

Surgeons Group. Room 1. 

Urologists Group. Room 42. 

General Practitioners Group. Room 30. 

Hospital Administrators Group. Room 24 of Old Arts Block. 

S.A. Society of Industrial Health. Room 28 of Old Arts Block. 

S.A. Society of Specialists in Physical Medicine. Room 22 of 
Old Arts Block. 

Thoracic Surgeons Group. Room 5 of Old Arts Block. 


TRADES EXHIBITION 


The Trades Exhibition will be open during the following hours: 
Monday, Tuesday and Wednesday: 8. 30 a.m. to 5 p.m. 


Thursday: 8.30 a.m. to 12.30 p.m. 
Friday: 8.30 a.m. to 3 p.m. 


The following firms are occupying stands at the Trades Ex- 
hibition 


Stand Numbers Exhibitor 

1 a .. Abbott Laboratories (S.A.) (Pty.), Ltd. 
2 ‘ie .. S.A. Roche Products. 

3 a .. British General Electric Co. (Pty.), Ltd. 
4and 5 Fisons Chemicals (S.A.) (Pty.), Ltd. 
6,7 and 8 Optical Instruments (Pty.), Ltd. 

9 ; B. Owen Jones, Ltd. 


10,11 and 12... Protea Holdings, Ltd. 


13 ne .. Winthrop Products (Pty.), Ltd. 

14,15 and 16... Safety and Medical Equipment Co. (Pty.), Ltd. 
17 <2 .. Chas. F. Thackray (S.A.) (Pty.), Ltd. 

18 as .. E. J. Reed (Pty.), Ltd. 

19 a .. LC.I. South Africa (Pharmaceuticals), Ltd. 
ee .. Smith and Nephew (Pty.), Ltd. 

21 and 22 Allen and Hanburys (Africa), Ltd. 

23 “ .. The Crookes Laboratories, Ltd. 

EO as .. Reckitt and Colman (Africa), Ltd. 

.. Keatings Pharmaceuticals, Ltd. 

26 .. Bristolabs'(Pty.), Ltd. 


Stand Numbers Exhibitor 

27 Si .. African Oxygen and Acetylene (Pty.), Ltd. 
28 = .. Sandos Pharmaceutical Products. 

29 oe .. Sharp and Dohme Inc. 

30 26 .. Macdonald Adams and Co. 

31 + .. A.H. Hodges and Co. (Pty.), Ltd. 

32 oa .. Pharmakers (Pty.), Ltd. 

33 bie .. Vernleigh Products (Pty.), Ltd. 

34 “i .. Medical Distributors. 


Pfizer Laboratories (S.A.) (Pty.), Ltd. 
Selected Pharmaceuticals (Pty.), Ltd. 
Lederle Laboratories Division. 

Horne and Platow (Pty.), Ltd. 
Westdene Products (Pty.), Ltd. 

Gurr Surgical Instruments (Pty.), Ltd. 


35 
36 and 37 
38 


39 
40, 41 and 42.. 
43 


44 and 45 Scherag (Pty.), Ltd. 

ae .. Cooke Troughton and Sims, Ltd. 
47 Pa .. Eli Lilly International Corporation. 
48 .. Park Davis and Co. 


Lennons, Ltd. 


49 and 50 
51 5 British Drug Houses (S.A.) (Pty.), Ltd. 


52 ne .. M.and J. Pharmaceuticals (Pty.), Ltd. 

53 .. Petersens, Ltd. 

54 ra .. Nestles South Africa (Pty.), Ltd. 

55 ms .. Maybaker (S.A.) (Pty.), Ltd. 

56 oo .. Noristan Laboratories (Pty.), Ltd. 

57 on .. C.N.A., Ltd. 

58 a .. Burroughs Wellcome and Co. (S.A.), Ltd. 


59 ra .. Frank Hellawel and Co. 
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PHARMACEUTICAL EXHIBITION AT THE MEDICAL CONGRESS 


P. D. & Co. (Pty) Litd., South African subsidiary of Parke Davis 
& Co. announce that the following products will be included in 
the range of pharmaceutical specialities to be featured on their 
Stand No. 48 of the Exhibition at the Medical Congress in Pretoria, 
17-21 October 1955. 

The Chloromycetin range takes pride of place because Chloro- 
mycetin itself is now being manufactured by Parke Davis in Port 
Elizabeth—the first and only antibiotic to be manufactured on the 
continent of Africa. 

The latest addition to the Chloromycetin range is Chlorostrep, 
a combination of Chloromycetin and dihydrostreptomycin, avail- 
able in two forms, i.e. a pleasantly flavoured suspension for children 
and in capsules for adults. Other recent introductions in this field 
are Chloromycetin Hydrocortisone Ophthalmic and a parenteral 
form of Chloromycetin known as Chloromycetin Intramuscular 
which is available in 1 and 2 g. vials. 

New products manufactured by Parke Davis in Port Elizabeth 
and now introduced to the medical profession for the first time 
include Milontin for the treatment of petit mal and Epanutin 
Suspension—a palatable form for giving the well-tried anti- 
convulsant Epanutin, hitherto supplied only in capsules, to children 
in cases of grand mal. Also to be featured on the stand are Benacine, 
a combination of Benadryl and hyoscine, which is one of the most 
effective preparations for travel sickness; Mercloran, an effective 
oral diuretic; Carbrital, an hypnotic for all types of insomnia; 
and Abidec drops, the original multi-vitamin preparation in stable 
aqueous solution for infants. 


Maybaker (S.A.) (Pty.) Ltd. announce that they will be exhibiti 
a wide range of their Pharmaceutical Specialities on Stand No. 5 
at Congress. These include the following: 

‘Ansolysen’ brand pentolinium tartrate, a ganglion-blocking 
agent, and the drug of choice in the treatment of malignant hyper- 
tension and severe essential hypertension. It is well tolerated when 
given by mouth. Treatment with ‘Ansolysen’ can be successfully 
combined with the administration of Reserpine. 

‘Anthical’: An antihistamine and zinc oxide lotion employed 
as a soothing application in sunburn, insect bites, etc. 

“‘Brulidine’ brand dibromopropamidine isethionate cream, for 
the prevention and treatment of surface infections in wounds, 
burns, and in empetigo, sycosis barbae and varicose ulcers. 

“‘Diaginol’ brand sodium acetrizoate: An X-ray contrast medium, 
‘Diaginol’ may be used for any of the indication for which diodone 
and iodoxyl are used, and produces results of comparable or 
superior quality, while causing fewer and less severe side effects. 

‘Largactil’ brand chlorpromazine hydrochloride is used in 
anaesthesia for premedication, as an adjunct to anaesthetic tech- 
niques, and to prevent post-operative vomiting. ‘Largactil’ is of 
considerable value in the treatment of mental diseases. In general 
medicine its many applications include control of intractable 
vomiting, and relief of pain. 

‘Sulphatriad’: A mixture of three of the most potent sulphona- 
mides, this well-known compound provides maximum therapeutic 
effect with minimum risk of ill effects. 


MEETING OF SOUTH AFRICAN MEDICALSAND]DENTAL COUNCIL 


The South African Medical and Dental Council held its half- 
yearly meeting on 19-22 September 1955 at the Archives Office, 
Queen Victoria Street, Cape Town. The President, Dr. S. F. 
Oosthuizen was in the chair, and 28 members attended, with the 
Registrar, Mr. W. Impey. Two members were absent. The pro- 
ceedings occupied 8 morning or afternoon sessions. 

The appointment was announced of Professor I. Gordon as 
representative of the University of Natal, in place of Professor 
G. W. Gale, resigned. Professor Gordon attended the meeting. 


REGISTRATION 


Elderly Practitioners. At the Council’s last meeting a proposal 
that practitioners over 70 years old should be exempted from pay- 
ment of the annual fee was referred to the Executive Committee 
for consideration. On the report of the Committee the Council 
now resolved to exempt on application any medical practitioner 
or dentist submitting acceptable proof that he has reached the age 
of 70 from payment of the annual fee. The names of practitioners 
thus exempted will remain on the Register. Provision remains for 
the restoration to the Register of practitioners whose names have 
been removed at their own request, but the prescribed fee of £3 
is payable for restoration. 

Mission Doctors. Two applications were refused to allow spe- 
cially registered mission doctors to extend their work beyond the 
scope of their limited registration. A request was acceded to from 
the Department of Health for 3 mission doctors under limited 
registration to be allowed to perform functions of district surgeons 
in certain districts pending the appointment of district surgeons. 

Internships. A number of applications from graduates for the 
recognition as approved internship of various types of medical 
service were considered, mostly favourably. Applications for the 
recognition of two hospitals in neighbouring African territories 
for the training of interns were granted. The continued recognition 
of Kimberley Hospital for this purpose came up for consideration; 
the matter is to be dealt with by the Executive Committee. An 
application from a graduate with a non-registrable foreign qualifi- 
cation to be allowed to serve as an intern in South Africa was 
rejected. 

Because of difficulties caused by the present rule that graduates 
must have obtained appointments before they can register as 


interns, an amendment to the Council’s rules was passed, the effect 
of which will be that an intern will be able to register before accept- 
ing any particular post, subject to his notifying the Council when 
he assumes duty. 

The situation caused by the discontinuance of the Government 
grant-in-aid for an inspectorate of internships was further con- 
sidered. It was reported that a memorandum on the subject 
written by the President had been sent to the Ministers of Health, 
of Education and of Finance, but no reply had yet been received. 

Limited Reciprocity with the Netherlands. It was reported that 
the Council’s resolution taken at the last meeting (providing for 
the acceptance of a limited number per annum of Netherlands 
nationals qualified in Holland) was being given effect to and that 
the relative regulations would shortly be promulgated by the 
Minister. Enquiries had been made regarding the possibility of a 
similar arrangement with Germany, and the Executive Committee 
had replied that it wished to have an opportunity of studying the 
implications of the proposed limited reciprocity with the Nether- 
lands-before extending the principle to other countries. 

Specialities. The Council approved of new rules regarding the 
registration of specialities, the requirements to be satisfied, and 
the conditions governing the practice of registered specialists. On 
the motion of Dr. M. Shapiro it was decided that the designation 
of all classes of specialist shall contain the word ‘specialist’ (e.g. 
specialist anaesthetist, which will make a distinction from a non- 
specialist practitioner practising as an anaesthetist). These 
when promulgated, will replace the existing rules. 

A proposal by the Executive Committee that the fee for the 
registration of a speciality should be increased from 2 guineas to 
£25 was deferred to a future meeting. 

Since the last meeting 26 applications for specialist registration 
had been granted, 18 had been granted subject to conditions, and 
13 had been refused. In 2 cases consideration had been deferred. 
In 30 cases information about requirements for registration had 
been supplied to applicants. 

Auxiliaries. Since the last meeting the following applications 
from auxiliaries for registration had been granted: masseurs 


(and 2 deferred and 1 refused), medical technologists 1 (and 4 

refused), diagnostic radiographers 2, and orthopaedic mechani- 

cians, etc. 1 (and 1 refused). b 
Rules were adopted regarding the conditions under which 
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registered psychologists may on their calling. These rules 
had been accepted by the South Alrican Psychological Association. 


POSTGRADUATE TRAINING OF MEDICAL PRACTITIONERS 


This matter had been before the Council since its resolution of 
June 1954 concerning the inadequacy of the facilities for such 
training. The Minister of Health had received a deputation and 
had intimated that he was not convinced that it was the duty of 
the Government to subsidize postgraduate training courses. 
Suggestions had been received from the medical schools as follows: 

Pretoria. The University considered that full-time or part-time 
enrolled postgraduate students should be admitted for periods of 
one month or more to various medical departments of the Uni- 
versity and hospital; and that twice a year intensive 5-day clinical 
courses should be established for medical practitioners. These 
proposed courses have been discussed with the Northern Transvaal 
Branch of the Association and are regarded as practicable. Two 
years ago a 3-day intensive course was held. 


Witwatersrand. Refresher courses are considered to be desirable, 
possibly week-end courses (Friday morning to Monday afternoon, 
including about 20 teaching sessions) 4 times a year by each of the 
three clinical departments (12 courses a year in all). The cost of 
holding these courses was estimated at £1,800 per annum, which 
would have to be met by students’ fees or from other sources. 
Courses lasting a week or two have been tried in the past, but in 
order not to interfere with undergraduate teaching they were held 
during vacations at the cost of the teaching staff; apart from 
Government subvention of district surgeons it was not anticipated 
that the latter courses would bring a good response by practitioners. 

Cape Town. The present facilities for postgraduate training are 
regarded as inadequate. Full-time courses would require increases 
of staff and hospital facilities which at present are financially im- 
practicable. Short refresher courses, however, are practicable in 
vacations, and one held last January was an unqualified success. 
It is proposed to hold at least two such courses each year, of 1-2 
weeks each. The University is also investigating the possibility 
of organizing vacation visits of teams from the medical-school 
staff to other centres in the Cape Province, when the staff could 
meet local practitioners and discuss patients and local hospital 


COMPLAINTS AGAINST PRACTITIONERS 


In 34 cases the Executive Committee had dealt with complaints 
against practitioners without formal enquiries being held (33 
medical practitioners, 1 dentist). In 25 of these cases it was decided 
to take no action, in some of them after the explanation of the 
practitioner had been received and considered, and in one case after 
the practitioner had interviewed the committee by invitation. One 
case was in reference to fees and the complainant was advised of 
the procedure for assessment prescribed by the Act. In 4 cases 
further information was asked for, preferably by affidavit. One 
case had reference to the action in South Africa of a practitioner 
registered in Britain by the General Medical Council, to whom 
the case was referred. In 1 case the documents were sent to the 
Minister of Health for confirmation. In 1 case the practitioner 
was informed that the committee took a serious view of his action. 

case was a reconsideration and confirmation of the decision 
to take no action reported at the previous meeting of the Council. 

Inquest Proceedings. Documents concerning 4 inquests in which 
the action of medical practitioners was called in question were 
before the Council. The cases had been investigated by the Execu- 
tive Committee; in one a member of the Council had been asked 
to interview the practitioner concerned, and in the other 3 no 
action was taken against the practitioners. 

Informal Interviews. It was decided to submit to the Minister a 
proposed amendment to Section 41 of the Medical, Dental and 
Pharmacy Act, which would enable the Council, in such cases as 
it may deem fit, after considering the representations of the prac- 
ttioner against whom a complaint has been made, to inform him 
that it does not intend to hold a formal enquiry but that his con- 
duct is not in accordance with the traditions of medicine (the 
clause is drafted to apply also to dentists, pharmacists and other 
Tegistered persons). This amendment would legally regularize the 
Present practice of the Executive Committee on these lines. 


Fees. Since the last meeting of the Council queries under section 
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80 (bis) had been received in 19 cases. Assessors had been appointed 
in 3 cases. 


DISCIPLINARY ENQUIRIES 


A disciplinary committee reported its findings after holding a 
formal enquiry into the conduct of Dr. N.G. Dr. N.G. was found 
guilty of disgraceful conduct in charging an excessive fee, and of 
improper conduct in unjustifiably casting reflection on the pro- 
fessional reputation and skill of fellow practitioners, and was 
suspended from the register of medical practitioners for 3 months. 

A disciplinary committee reported its findings after holding a 
formal enquiry into the conduct of Dr. C.F.A., a dentist. Dr. 
C.F.A. was found guilty of disgraceful conduct in unjustifiably 
casting reflection on the professional reputation and skill of fellow 
practitioners, and was suspended from the register of dentists for 
one month. 

Another disciplinary enquiry was reported in which the person 
charged (Dr. C.B.S.) was found not guilty. 

In 2 other cases in which the Executive Committee had decided 
to hold disciplinary enquiries the proposed enquiries were aban- 
doned on the advice of the Council’s attorneys. This action was 
approved by the Council. 

Restoration to Register. The Council considered an application 
from Dr. N.J.P.R.K., who a year before had been found guilty 
and removed from the register of medical practitioners. It was 
resolved to restore his name to the register. 


FRIENDLY SOCIETIES BILL 


This Bill, which is expected to come before Parliament again next 
session, is of importance to the Medical and Dental Council in 
that it will control bodies corporate which provide medical and 
dental services, including medical aid societies and benefit societies. 
It has been considered by a special committee of the Council, whose 
recommendations were before the Council at this meeting. 

Dr. Bird had drafted a memorandum which the Council now 
decided to submit to the Minister of Health. The memorandum 
stated that as regards medical and dental aid and benefit societies 
it was not enough to safeguard their members’ financial interests, 
and that the method and basis for providing the services and the 
way medical practitioners and dentists obtain appointments were 
equally important. A lay registrar would have difficulty in judging of 
the soundness of societies in relation to health benefits. The mem- 
bership of these societies was reaching vast proportions. It was 
important that increased powers should be given to the Medical 
and Dental Council in relation to health benefits and medical and 
dental aspects, including powers to formulate regulations governing 
the acceptance and holding of professional appointments. For the 
past 20 years the Council has been endeavouring to deal with these 
questions by its own rules under the Medical, Dental and Pharmacy 
Act, but legal opinions had raised doubts whether these rules were 
intra vires. The memorandum concluded by asking the Minister 
to implement the following recommendations, preferably through 
the Medical, Dental and Pharmacy Act: 

(1) The Councii to be given the right to obtain a copy of the 
constitution of a medical or dental aid or benefit society. 

(2) Specific powers to be given to the Council to frame regu- 
lations, such as the present Rule 19, for controlling the relations 
between registered persons and lay societies. 

(3) The Council considers that the Medical and Dental Asso- 
ciations should deal with business arrangements and the approval 
of contracts under which their members may work, and that the 
Council should have statutory powers to deal with complaints 
against registered persons whose actions are contrary to public or 
professional interests. 


DECISIONS OF COUNCIL 


The following decisions were given in reply to specific enquiries: 

Composite Doctor’s and Midwife’s Fee. A doctor attending a 
confinement should not under any circumstances charge an in- 
clusive fee for his services and the services of a midwife. 

Notice Board in Waiting Room. A doctor was informed that 
there was no objection to his having a notice board in his waiting 
room indicating where he has gone and when he will be back. 
No objection was seen to this, provided the rule regarding adver- 
tising was observed. 
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Specialist Sharing Waiting Room and Receptionist with General 
Practitioner. A specialist physician and a specialist urologist were 
informed that it was not unethical to share a waiting room and the 
services of a receptionist with a general practitioner or a firm of 
general practitioners. 

‘Physician and Surgeon’. A medical practitioner may describe 
himself on his name-plate as ‘physician and surgeon’, but not as 
‘specialist physician and surgeon’. 

Anonymous Publication. A doctor may publish a booklet under 
a nom-de-plume for a pharmaceutical firm. 

Two Professions. The Council sees no objection to a man quali- 
fied in both professions practising as veterinary surgeon and as 
medical practitioner at the same time. 

Nursing Homes. \t is not contrary to the ethical rules for medical 
practitioners to hold an interest in nursing homes in conjunction 
with laymen. 

Medical Welfare Society. It is not unethical for a medical prac- 
titioner to serve on the committee of a medical welfare society in an 
honorary advisory capacity, provided the membership of the com- 
mittee is not used to advertise him in any way. 

Membership of Public Bodies. \t is not unethical for a medical 
practitioner or dentist to serve as member, treasurer, secretary or 
chairman of a cultural body, school board or committee, agricul- 
tural association, hospital board, licensing board, chamber of 
commerce, etc. 

Dentists and Anaesthetics. \t is competent for dentists to ad- 
minister anaesthetics subject to adequate safeguards concerning 
competency, the place of administration (e.g. hospital or nursing 
homes for certain types of anaesthetics), and adequate personnel 
(e.g. the presence of a second practitioner). Some time ago a cir- 
cular letter regarding the administration of anaesthetics was sent 
to all medical practitioners and dentists. 

Dentists and Penicillin. \t is competent for a dentist to administer 
penicillin in the practice of dentistry, provided Ethical Rule 25 is 
observed. 

Dentist’s Entrance through Store. \t is wrong for a dentist to 
have the entrance to his surgery through a store. 

Dentist as Pharmaceutical Representative. The Council does not 
approve of a dentist acting as representative of a pharmaceutical 
firm while his name appears on the dental register. 

Dentist Practising in Hostel. A dentist examines 3 times a year 


QUESTIONSFANSWERED 


Q. Having read with interest your leading article and other 
articles in the Journal referring to the danger of sudden death 
from penicillin, may | make the following queries? 


You state that penicillin ‘can only be justified by urgent indi- 
cations’. If this is so would it not be wiser to use one of the other 
antibiotics in all instances. In cases of, say, acute otitis media or 
tonsillitis, where we have used penicillin with such success, is it 
considered wiser to use aureomycin, terramycin or one of the other 
antibiotics? 

I have not come across reports in the literature at my disposal 
of any deaths in children considered to be due to penicillin. Could 
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certain boys in a hostel who are bona fide patients of his. The 
examination is carried out at the hostel and appointments are then 
made for those requiring treatment. The consent of the parents is 
first obtained. (The rest of the boys, attending other dentists, are 
sent to them for examination.) The Council decided that this 
procedure was unethical (see ethical rules 1, 7 and 19). 


MISCELLANEOUS 


Practitioners’ Names on Envelopes. The present ethical rule is that 
only the practitioner’s return address may be printed on his en- 
velopes (in connection with non-delivery). It was resolved to 
amend the rule so as to allow the practitioner’s name to be included, 
without his title or qualifications. This matter had been referred to 
the Council by the Medical Association. 

Appointment of Panel Doctors by Benefit Societies. In reply 
to enquiries made by the Southern Transvaal Branch of the Medical 
Association and by the Mines Benefit Society’s Medical Officers’ 
Group, it was ruled that, on the facts as submitted, the Mines 
Benefit Society panel-doctor appointments fall within the provision 
of ethical rule 19 (requiring the advertising of professional appoint- 
ments). 

Directing Patient to a Particular Pharmacy. In reply to an 
enquiry it was stated that in March 1941, when it had been suggested 
that prescriptions should always be handed to the patient without 
any suggestion where they should be dispensed, the Council 
expressed a view that, while this might be a counsel of perfection 
it was not always practicable. For instance, practitioners might 
know that certain prescriptions were not being made up properly 
by certain dispensaries; or strangers might ask where they should 
go. Although in general it might be considered inadvisable to 
state where the prescription should be taken, there would be 
exceptions, and the Council was not prepared to frame a rule. 
The Council agreed that it would be wrong to comment directly 
upon any dispenser’s skill or ability to a patient. 

South African Nursing Council. Professor van den Ende was 
appointed to the Nursing Council, vice Prof. G. W. Gale. 

Other matters dealt with at this meeting of the Medical Council 
were reported in the last issue of the Journal (page 942). 

Next meeting. The next meeting of the Council was appointed 
to be held at Cape Town on 19 March 1956 and succeeding days. 


ANTWOORDE OP VRAE 


you inform me whether any such cases have been reported and 
whether it is considered safe to administer penicillin to children 
either intramuscularly or orally? 

Another point which comes to my mind is the vast amount of 
penicillin given for venereal disease. It is a godsend particularly 
to Native syphilitic pregnant women. Of course in most cases these 
patients have not received penicillin before, and possibly this 
minimizes the danger. 


I would also be glad to know exactly what ‘equipment for the 
treatment of reactions’ should be to hand. 


A. The answer is provided in the following article. 


FATAL PENICILLIN REACTIONS 


L. Eates, M.D., M.R.C.P. 
Department of Medicine, University of Cape Town 


Penicillin ‘can only be justified by urgent indications’. This sentence 
in the question set out above has been taken out of its context. 
To quote the editorial paragraph! in full: ‘It is felt by certain autho- 
rities that after previous immediate reactions, or if there is a history 
of allergy or a positive skin reaction, or even if penicillin has been 
administered before, the administration of penicillin can only be 
justified by urgent indications’. The prior administration refers 
to a previous course of treatment and presumably not to the prior 
administration in the same course. Other points raised are men- 
tioned in the course of discussion below. 


The subject is of such commanding importance to the practising 
doctor that it is well to review the present situation briefly: 

Florey’s monograph*® on the The Clinical Application of Anti- 
biotics—Penicillin runs to 730 pages, and in covering the medical 
literature up to the end of 1949 it provided a formidable list of 
complications of penicillin therapy. Fatal reactions, however, 


appeared to be rare, and this was confirmed by Kern and Wim- 
berley’s finding of only 2 fatal penicillin reactions recorded in the 
first 9 years of penicillin therapy (1943 to 1951).* In the next 18 
months, however, there were 15 reported anaphylactic deaths and 
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since then many more have been reported. Many instances of 
near-fatal anaphylactic reactions have been reported. Recently 
Von Oettingen® tabled 83 severe and 46 fatal anaphylactoid reac- 
tions. (It is to be noted that deaths due to penicillin-induced 
sensitivity angiitis as well as exfoliative dermatitis have been re- 
corded.) These fatal anaphylactic reactions have not been restricted 
to adults, but have occured in children as well; e.g. Harpman* 
reported the case of a 33-year-old child who was given an injection 
of procaine penicillin without trouble. The next day a second 
injection resulted in death in 25 hours. There was no previous 
history of allergy. Penicillin sensitivity on the whole appears to be 
much less frequent in children.’ 

This disturbing increase in reported fatal reactions may in part 
be due to an increasing awareness to the condition, but more 
probably reflects a real increase. Finland* suggests that the fre- 
quency and severity of hypersensitivity reactions has been further 
enhanced by the introduction and great popularity of the repository 
forms of penicillin. Considering the universal usage of penicillin 
in treatment, the total incidence of such reactions is very low. No 
reliable figures are available,* but the practising doctor is naturally 
anxious to avoid having even one. How this may be achieved will 
only appear in the light of further experience, but in the meantime 
the following precautions are suggested 


PROPHYLAXIS 


1. Avoidance of possible needless sensitization 


Penicillin must be used only when specifically indicated. Its 
usage in the treatment of minor septic conditions is unwarranted— 
one does not shoot a ‘mossie’ with an elephant gun! Its usage in the 
treatment of a common cold is entirely unjustified. More heinous 
perhaps is the employment of penicillin blindly in febrile conditions 
in which no conscientious effort at reaching a diagnosis has been 
made. The covering of clean operations by parenteral penicillin 
is to be condemned, as is the indiscriminate introduction of peni- 
cillin into operation wounds and into the peritoneal and pleural 
cavities. In every case where penicillin therapy is contemplated, it 
behoves every doctor to pause and ask himself the question: ‘Is 
penicillin really necessary ?” There is no need to sensitize yet another 
member of the community. No method of penicillin administration 
or type of penicillin preparation appears to guarantee freedom from 
the possibility of a disastrous anaphylactic reaction—indeed a near- 
fatal reaction has followed the intradermal injection of as little 
as 10 units of penicillin.® 


2. Assessment of the hazard and consequent action 


A careful history is essential. If there is a past or family history 
of allergic phenomena, viz. asthma, allergic rhinitis, childhood 
eczema, etc. or evidence of allergic phenomena (including itching) 
following previous penicillin therapy, its administration may result 
in catastrophe. Swift,’ in view of his unfortunate experiences, is 
emphatic that a history of any type of allergic reaction to penicillin 
in any form should constitute a contra-indication to its use. Under 
such circumstances it is better to select another antibiotic to replace 
penicillin. Ideally this should be done on the basis of demonstrated 
susceptibility of the infecting organism to the chosen antibiotic. 

A negative history is not necessarily a guarantee against such a 
reaction. Moreover, it is to be remembered that many patients who 
have no knowledge of previous penicillin medication, may in fact 
have had penicillin administered unbeknown to themselves in the 
form of drops for the ear, nose, or eyes, or the antibiotic may have 
been introduced into the pleural or peritoneal cavities during opera- 
tive intervention. 

If in spite of a history suggesting possible penicillin sensitization 
it is felt that there is an urgent indication for this antibiotic, and if 
there is sufficient time available, testing for penicillin hyper- 
sensitivity may be undertaken. The precise value of this procedure 
in assessing the risk is still to be evaluated. Kern and Wimberley* 
insist that it should always be done and in the following manner: 

(a) The scratch test. This must always precede the intradermal 
test. A drop of freshly prepared penicillin solution is placed on a 
Superficial cut through the outer skin layer (not sufficiently deep 
to draw blood). This site is observed for erythema and wheal 


* Welch recently estimated that 30°, of the yearly 100-200 
anaphylactoid reactions which occur after the use of penicillin 
death (cited by Lemaistre,C. (1955): Med. Clin. N. Amer., 

, 899). 
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formation within the next 20 minutes. If positive the patient has 
dangerous sensitivity to penicillin. If negative then an intradermal 
test should be performed. 

(b) The intradermal test. With a sterile tuberculin-syringe 0 -02 
ml. of a penicillin solution containing 5,000 units per ml. is injected 
intradermally. A local reaction within 20 minutes is evidence of 
dangerous sensitivity, but it is to be noted that in some instances 
with a negative immediate reaction a delayed positive reaction has 
occured 24-48 hours later. In this type of reaction the gravity of 
the condition must be weighed against the risk of reaction. 

The reliability of a negative skin reaction as a determinant of 
the safety of projected penicillin therapy is not established. Collins- 
Williams and Vincent’ state that anaphylactic reactions may occur 
in spite of a negative reaction. More information on this point is 
required. In any event such tests are generally not practicable for 
routine procedure. Desensitization to penicillin has been practised 
but it is not a safeguard against a severe or fatal reaction. 

The concurrent use of ACTH, cortisone and prednisone as a 
cover for penicillin therapy in an individual suspected of being 
dangerously sensitized may reasonably be advocated, provided there 
is full realization of the propensity of these drugs to potentiate the 
spread of infection. The protective value of these drugs, however, 
has not been fully established. 

Although the reports of fatal or severe reactions have given rise 
to considerable alarm, the use of penicillin is entirely justified in the 
non-sensitized child, as well as the adult, if there is definite indi- 
cation, viz. lobar pneumonia, acute otitis media, etc. Due regard 
must be given to possible precautions and the doctor must be 
aware of the need for speed in combating a severe reaction should 
it occur. 


3. Possible precautions in the administration of penicillin 


Although the oral method of penicillin administration*® has been 
stated to be less likely to be followed by severe reactions, Calvert 
and Smith have recently reported a severe reaction after oral 
penicillin. If Finland’s contention is correct the repository peni- 
cillins are more likely to be followed by untoward reactions. 

The injection technique in common usage should include routine 
preliminary aspiration for blood with the needle in situ, although 
it is uncertain how important accidental intravenous injection is as 
a factor in producing a severe reaction. The injection of a test 
dose of one or two drops of penicillin followed by a safety pause 
of 45 seconds has its advocates, but some fatal reactions have not 
commenced until the lapse of five or ten minutes. The recommen- 
dation that penicillin should always be injected subcutaneously in 
the arm—low enough for the application of a tourniquet—is not 
really practicable. In addition there is the danger of injuring the 
radial nerve. Some go further, and advise the making of a cruciate 
incision over the injection site and the application of suction in the 
same manner as in the treatment of snake bite. Whether there will 
be time for this or whether it will have any effect on the course of a 
reaction is open to question. Reactions usually occur within 20 
minutes and therefore the patient should remain under surveillance 
for at least this period of time. 

A treatment tray should at all times be readily available. It 
should include a sterile syringe, adrenaline, aminophylline, niketha- 
mide, a vasopressor amine, an antihistamine drug for parenteral in- 
jection, hydrocortisone for intravenous administration (in normal 
saline), and a tourniquet. 


TREATMENT OF THE REACTION 


No time is to be lost in instituting treatment. 


1. In the adult 0:3-0-5 ml. of adrenaline hydrochloride 
(1 : 1,000 dilution in distilled water) should be injected intra- 
muscularly, and repeated if there is no response in 3 minutes. 
Collins-Williams and Vincent? recommend 0-5-1 -0 ml. of adre- 
naline hydrochloride. 

2. This may be followed immediately by the intravenous 
injection of 0-25 - 0-5 g. of aminophylline in 10 ml. 

An airway should be maintained, and if possible oxygen 
administered. Artificial respiration may become necessary. 

4. If there is no response the deep subcutaneous injection of an 
antihistamine drug may be considered, e.g. 2 ml. of a 2 -5°% solution 
of ‘Anthisan’, or 50 mg. of ‘Benadryl’ contained in 5 ml., or/and 

5. the intravenous administration of hydrocortisone, 100 mg. 
(in 500 ml. of normal saline) at a rate of 50 mg. per hour, may be 
advisable. 
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6. The injection of nikethamide and a vasopressor amine have 
been recommended by some. 

7. If the arm is the site of the penicillin injection the expeditious 
application of a tourniquet is recommended (until further experience 
has assessed the efficacy of this measure.) 

8. If therapy is successful it is unlikely that the patient will 
willingly in the future subject himself to penicillin therapy, but in 
case of accidents he should carry on his person at all times a card 
stating that he has a dangerous degree of penicillin — 


, and 
should under no circumstances be treated with any form of peni- 


SUMMARY 


1. The rising incidence of anaphylactoid reactions to penicillin 
in the adult is emphasized. 
2. The indiscriminate usage of penicillin is to be strongly con- 


a Dangerous sensitivity as revealed by history and skin-testing 
is an absolute contra-indication to the use of penicillin and it is 
better to employ another antibiotic. 


ASSOCIATION NEWS 


RAILWAY MEDICAL OFFICERS’ GROUP—ANNUAL GENERAL MEETING 


The next Annual General Meeting of the Railway Medical Officers’ 
Group will be held at Room 53, New Arts Block, University of 
Pretoria on Monday, 17 October at 2 p.m. sharp. 


NATIONAL GENERAL PRACTITIONERS’ GROUP 


Notice is hereby given to all members that the Annual General 

Meeting of the above Group will be held on Wednesday, 19 

October 1955 at 2.30 p.m. in room 30, New Arts Block, University 

of Pretoria. 

Agenda 
1, Minutes of the last Annual General Meeting held at Port 

Elizabeth on 25 June 1955. 

Matters arising from the minutes. 

Correspondence. 

Secretary/Treasurer’s Report. 

. Balance Sheet as at 30 September 1955, 

Report from Federal Council on matters affecting General 

Practitioners’ Group. 

General. 


E. Meltzer 
Acting Secretary /Treasurer 


_ N.B. A meeting of the New National Committee will take place 
immediatly after the Annual General Meeting. 


8 October 1955 


4. The equipment for the treatment of a reaction must at all 
i be readily available. 
5. The recommended treatment is stated. 
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SPOOR WEGGENEESHEREGROEP—ALGEMENE JAARVERGADERING 


Die volgende Algemene Jaarvergadering van die Spoorweggenees- 

heregroep sal gehou word om 2 n.m. klokslag op Maan 

a 1955, in Kamer 53, Nuwe Kunsgebou, Universiteit 
toria. 


NASIONALE ALGEMENE PRAKTISYNSGROEP 


Kennis geskied hierby aan alle lede dat die Jaarlikse Algemene 

Vergadering van bogemelde groep gehou sal word in die Nuwe 

Kunsgebou, Pretoria Universiteit, op Woensdag, 19 Oktober 1955, 

om 2.30 n.m. 

Agenda 
1. Notule van laaste jaarlikse Algemene Vergadering gehou te 

Port Elizabeth op 25 Junie 1954. 

Sake wat voortvloei uit die notule. 

Korrespondensie. 

Sekretaris/Tesourier se verslag. 

Balansstaat soos op 30 September 1955. 

Verslag van Federale Raad op sake wat die Algemene 

Praktisynsgroep raak. 

Algemeen. 


E. Meltzer 
Diensdoende Sekretaris/Tesourier 


L.W. ’n Vergadering van die Nuwe Nasionale Komitee sal direk 
na die Jaarlikse Algemene Vergadering gehou word. 


TAK WES-KAAPLAND, CALEDON-BREDASDORP AFDELING 


Op ’n vergadering van praktisyns in die Caledon-Bredasdorp gebied 
op Saterdag 10 September, is daar besluit om ’n nuwe Afdeling 
van die Tak Wes-Kaapland te stig. Die vergadering is gereél onder 
beskerming van die Tak Wes-Kaapland en dr. H. P. Snyman van 
Caledon was die plaaslike sameroeper. 

Teenwoordig was, van Caledon, drs. H. F. Snyman, E. Behne 
en J. S. le Roux, van Bredasdorp drs. A. J. Myburgh en P. du Toit, 
van Hermanus dr. J. A. C. Daneel, van Napier dr. B. van Zyl, 
van Worcester drs. Van der Spuy en P. Nel (voorsitter en sekretaris, 
Worcester Afdeling), van Swellendam drs. F. C. Malherbe en 
J. N. de Villiers en van die Kaap dr. M. Cole-Rous (voorsitter, 
Tak Wes-Kaapland), prof. Jan Louw en drs. R. Lane Forsyth, 
J. C. Coetzee, R. Maggs, W. H. Opie en P. J. M. Retief. 

Die vergadering is gehou in die Park Hotel op Caledon en het 
om 3 nm. begin met dr. M. Cole-Rous as voorsitter. Eerste op die 
program was ‘n Simposium oor kindersiektes, ingelei deur dr. R. F. 
Maggs, W. H. Opie en prof. Louw. Dr. Maggs het ’n deeglike en 


interessante verhandeling oor Rhesus-onverenigbaarheid gegee, 
met die nodige nadruk op die waarde van bloedtoetse, die diagnose 
en behandeling van erythroblastosis foetalis. Dr. Opie het ‘n helder 
oorsig van voeding van die jong en swakkeling-baba gegee met die 
klem veral op die praktiese toepassing van die metodes. Prof. Louw 
het ’n boeiende oorsig gelewer van die aangebore afwykinge wat 
in die spysverteringskanaal van babas voorkom. Die meeste van 
die toestande verg operatiewe ingreep en om sukses te behaal moet 
die regte diagnose vroeg gemaak word. Baie van die lede het 
ee in die bespreking wat op elk van die voorlesings gevolg 


Vervolgens, en na die bediening van verversings, het die ver- 
gadering aangegaan met die besigheid op die agenda. Die voorsitter 
het verduidelik dat lede van die Vereniging in die Caledon- 
Bredasdorp gebied baie afgesonder is. Hulle hoort eintlik by die 
Worcester Afdeling maar vind selde die geleentheid om vergaderings 
daar of in die Drakenstein Afdeling by te woon. Indien die lede 


8 Okt 


hier hu 
onderst 
voorsit 
vra dat 
die stig 
dr. H. 
ook ve 
Afdelin 

Dr. | 
voorge: 


van Zy 
in die | 


Buildin 


Profess 
Practiti 
Associz 
Johann 
Psycho 
pleasur 


Profess 
Teturne 
Profess 
ventior 
annual 
Medica 
the Int 

Prof 
Pporatic 
vascula 


¢ " in die 
het die 
Dr. 
gevind 
Daar is 
opgeda 
van 5 
nie, hu 
het ook 
omdat 
Ongel 
koms ¢ 
‘n moc 
die an 
sal wee 
skouer: 
Dr. 
woordi 
daar k 
4 dokt 
Dr. C. 
S.A.R. 
years— 
from tt 
Adri 
Alex 
Saunde 
Balir 
Witwat 
Barn 
2ed. | 


tics 


PP 


8 Oktober 1955 


hier hul eie nuwe Afdeling wil stig, word hul verseker van algehele 
ondersteuning deur die moedertak. ’n Brief van dr. A. W. S. Sichel, 
voorsitter van die Federale Raad, is gelees waarin hy om verskoning 
vra dat hy nie aanwesig kon wees nie en die hoop uitspreek dat hul 
die stigting van *n nuwe Afdeling gunstig sal oorweeg. Briewe van 
dr. H. L. Cohn van Hermanus en dr. Mangold van Napier het 
ook verskoning van afwesigheid gevra en ondersteuning aan die 
Afdeling belowe. 

Dr. B. van Zyl, gesekondeer deur dr. J. A. C. Daneel, het toe 
voorgestel dat daar *n nuwe Afdeling van die Tak Wes-Kaapland 
in die Caledon-Bredasdorp gebied gestig word. Die voorsitter 
het die voorstel aan die vergadering vir bespreking oopgestel. 

Dr. H. F. Snyman self het die stigting van ’n Afdeling baie wenslik 
gevind maar gewonder of daar genoeg ondersteuning sal wees. 
Daar is in die gebied 27 praktisyns en net 7 het by die vergadering 
opgedaag. Daarenteen moes hy verduidelik dat hy per telefoon 
van 5 ander kollegas verneem het dat alhoewel hulle nie kon kom 
nie, hulle die onderneming steun. Die dokters op Elgin-Grabouw 
het ook hul ondersteuning belowe maar kon nie aanwesig wees nie 
omdat hulle spreekkamers op Saterdagnamiddae oop is. 
Ongelukkig ook was daar toevallig op dieselfde dag ’n groot byeen- 
koms op Bredasdorp waarin die dokters betrokke was en net 2 uit 
‘n moontlike 6 kon die vergadering bywoon. Hy wou graag van 
die ander wat teenwoordig is hoor hoe goed die ondersteuning 
sal wees, want hy wou nie hé dat die Afdeling alleenlik op die 
skouers van die paar dokters op Caledon moet rus nie. 

Dr. J. A. C. Daneel het gesé dat alhoewel hy die enigste verteen- 
woordiger van Hermanus is, hy die ondersteuning van sy kollegas 
daar kon waarborg. Dr. P. du Toit het geweet van ten minste 
4 dokters op Bredasdorp wat baie geinteresseerd is en dr. F. C. 
Malherbe het ondersteuning van Swellendam belowe. Dr. B. 
van Zyl het sy geesdrif betuig, want daar bestaan ’n groot leemte 
in die gebied vir kollegas om mekaar op mediese en sosiale wyse 


PASSING EVENTS 


Dr. C. H. H. Coetzee of Pretoria, after having been with the 
S.A.R. & H. Sick Fund since 1917—as anaesthetist for the last 8 
years—wishes to inform his colleagues that he has now retired 
from this Fund but is carrying on as anaesthetist at 30 van Riebeek 
Buildings, Pretoria. Telephone: rooms 2-8294, residence 2-4721. 


Professor G. A. Elliot will lecture under the auspices of the General 

Practitioners’ Section of the Southern Transvaal Branch of the 

Association at Medical House, Esselen Street, Hospital Hill, 

Johannesburg, on 27 October at 8.15 p.m. His subject will be 

Psychological Medicine in General Practice. The Committee has 

pleasure in inviting specialists and general practitioners to attend. 
* * * 


Professor R. H. Goetz, of the University of Cape Town, has 
returned from a 4 months’ visit to the USA and the Continent. 
Professor Goetz had been invited to present a paper at the con- 
vention of the American College of Cardiology and attended the 
annual meeting of the Society of Vascular Surgeons, the American 
Medical Association convention, and was the guest speaker at 
the International Society of Angiology. 

Professor Goetz had received a grant from the Carnegie Cor- 
poration, New York, to enable him to visit the main cardio- 
vascular centres in the States, and acted as Consultant at the 
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te ontmoet. Dr. A. J. Myburgh het hom met die gedagte vereensel- 
wig en sy volle ondersteuning belowe. Drs. Van der Spuy en P. Nel 
van Worcester het gesé dat hulle verheug was dat daar sprake is 
van ’n Afdeling in die Caledon-Bredasdorp gebied en die volle 
ondersteuning van die Worcester Afdeling belowe. Dit was in 
hulle opinie belangrik dat vergaderings gereeld en maandeliks 
gehou word en dat hulle nie elke keer op dieselfde dorp gehou 
word nie. 

Dr. R. Lane Forsyth het toe uitgewei oor die besondere voordele 
wat die Mediese Vereniging sy lede aanbied en daarop gewys dat 
die Tak Wes-Kaapland die eerste Tak van die Vereniging in die 
Unie was. Die Tak Wes-Kaapland is ook een van die grootste 
takke van die Vereniging met 4 bestaande Afdelings, maar ook 
met uitgestrekte gebiede sonder plaaslike bestuur. Die neiging in 
die Tak is tot onderverdeling sodat die kleiner eenhede aktief hul 
kliniese, politieke en sosiale bedrywighede kan voortsit en so die 
groot saak van die Vereniging en die mediese beroep kan bevorder. 

Die voorsitter het gevra dat daar gestem moet word en die 
voorstel dat daar ’n Caledon-Bredasdorp Afdeling gestig word is 
eenparig aangeneem. 

Na verdere bespreking is dit besluit om ’n voorlopige komitee 
te benoem om reélings te tref vir "n eerste vergadering van die 
nuwe Afdeling. Die komitee bestaan uit drs. H. F. Snyman (same- 
roeper), E. Behne, J. S. le Roux en B. van Zyl. 

Dr. H. F. Snyman het toe namens die plaaslike dokters die 
besoekers van die Kaap hartlik bedank vir hulle teenwoordigheid. 
Die voorlesings is deur almal geniet en was besonder leersaam. 
Hy het ook waardering teenoor die Tak uitgespreek vir die vertroue 
wat daar in die dokters van die Caledon-Bredasdorp gebied getoon 
is om hulle eie Afdeling te stig. 

Na afloop van die vergadering het baie van die lede en hulle 
eggenotes vergader vir verversings en ‘n dinee. 


: IN DIE VERBYGAAN 


US Naval School of Aviation Medicine. He lectured at various 
medical schools and hospitals both in the States and on the Con- 
tinent. 


In the In Memoriam notice of Dr. Tennyson Percy Oates which 
appeared in the Journal on 17 September it was reported that 
Dr. Oates became House Surgeon to the Provincial Hospital, 
Port Elizabeth ‘after the death’ of Dr. Robert McWilliam Leith. 
Dr. Leith has written from his home in Port Elizabeth to say that 
the report of his death was ‘somewhat exaggerated’. It was after 
his retirement that Dr. Oates succeeded him as House Surgeon to 
the Provincial Hospital. 


* * * 


At Research Forum University of Cape Town on 12 October, 1955 
at 12 noon in the large A floor lecture theatre, Groote Schuur 
Hospital, Dr. B. Bronte-Stewart will read a paper on Serum 
Cholesterol, the diet and social habits and their relation to coronary 
heart disease. An interracial study in the Cape Peninsula. 


* * * 
Mr. B. W. Franklin Bishop, F.R.C.S., recently attended the Ist 


International Congress of Plastic Surgeons held in Stockholm, 
Sweden. 
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British Medical Association. A memorial in honour of the medical 
men and women of the British Empire and Commonwealth of 
Nations who gave their lives in the second World War. London. 
British Medical Association. (1954?) 

Burstein, C. L. Fundamental considerations in anesthesia. 


2 ed. New York. Macmillan. 1955. 
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Carling, Sir E. R. British practice in radiotherapy. London. 
Butterworth. 1955, 
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Chicago. Univ. of Chicago press. 1955. 
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Publ. for University by Williams & Wilkins. 
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Mainland, D. Elementary medical statistics. Philadelphia, 
Saunders. 1952. 

Michigan University. Poliomyelitis vaccine evaluation centre. 
An evaluation of the 1954 poliomyelitis vaccine trials. Ann Arbor 
Poliomyelitis vaccine evaluation center. 1955. 

New York Academy of Medicine. Sub-committee on neonatal 
mortality. Perinatal mortality in New York City. Cambridge, 
Publ. for the Commonwealth Fund by Harvard U.P. 1955. 

Nuffield Provincial Hospitals Trust. Studies in the functions and 
design of hospitals. London. Oxford U.P. 1955. 

Pickering, G. W. High blood pressure. London. Churchill. a 

Rydberg, E. The mechanism of labour. Springfield. 
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Welt, L. G. Clinical disorders of hydration and acid-base 
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— G. Nuclear energy and its uses in peace. Paris. UNESCO. 

Wilkinson, J. F. Modern trends in blood diseases. London. 
Butterworth. 1955. 
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Geneva. W.H.O. 1955. 


NEW PREPARATIONS AND APPLIANCES 


Synthetic Aldosterone. Ciba Ltd. announce that Dr. A. Wettstein, 
of Basle, together with Dr. J. Schmidlin, in the Research labora- 
tories of Ciba, has succeeded in preparing racemic aldosterone for 
the first time by applying a purely synthetic method. The work 
was communicated on 22 July 1955 on the occasion of the 14th 
International Congress of Pure and Applied Chemistry, at Zurich. 
The starting material for the synthesis was a compound with 3 
condensed rings. To achieve the object, more than 20 single steps 
were required. The preparation of the tricyclic starting material 
required in its turn about 10 intermediate steps, so that for the 
total synthesis of aldosterone over 30 steps are needed altogether. 

It is barely 2 years ago that scientists of Basle University, the 
Research laboratories of Ciba Ltd., Basle, and the Middlesex 
Hospital in London announced that they had succeeded in isolating 
the highly-active hormone from the adrenal cortex, which on the 
strength of its constitution elucidated shortly afterwards, was 
designated ‘aldosterone’. Pharmacological and clinical investi- 
gations established its significance in medicine, but an obstacle to 
its practical use lay in the fact that in order to obtain 50 mg. of the 
hormone a ton of animal suprarenals had to be processed by means 
of complicated fractionation. 

Investigation of the synthetic hormone confirms the expectations 
of biological activity. The resolution of the racemate is still neces- 


BOOK REVIEWS 


YEAR BOOK ON ORTHOPAEDICS AND TRAUMATIC SURGERY 


The Year Book of Orthopedics and Traumatic Surgery. (1954-1955 

Year Book Series). Edited by Edward L. Compere, M.D., 
F.A.C.S., F.L.C.S. Pp. 384 +- 193 illustrations. Chicago: $6.00 
Year Book Publishers, Inc. 1955. 


Contents: 1. Introduction. 2. Anatomy, Embryology, Physiology and Pathology. 
3. Congenital Deformities. 4. The Epiphyses. 5. Poliomyelitis. 6. Osteomyelitis 


sary (it was not discussed in this communication), but it is hoped 
that this hormone will soon be available in large amounts for 
clinical studies. 


‘Zylon’ Hospital Appliances. Union Medical Supplies, Ltd. 
announce the introduction of kidney dishes, basins, medicine cups, 
tumblers and cheatle forcep jars made under a new moulding 
process by the Zylon Products Co., Inc., USA, from Du Pont 
‘Zytel’ Nylon. The company supplies the following information: 

This material should not be confused with conventional ‘plastics’ 
and distinguishes itself by being indestructible, warm to the touch, 
quiet in handling, light in weight and resistant to alcohol, alkalies 
and dilute acids in hospital use. Moreover, ‘Zylon’ products can 
be sterilized in autoclaves under pressure, boiled in water or 
sterilized with conventional cold sterilizing agents. 

Whilst the present range of models is limited to the above-named 
appliances, new lines, such as ‘Zylon’ bedpans and urinals, will 
soon be added. 

Full information and illustrated price-lists are available from the 
sole Southern African ‘Zylon’ distributors—Union Medical 
Supplies, Limited, P.O. Box 3907, Cape Town; P.O. Box 5992, 
Johannesburg; 113 Umbilo Road, Durban; and P.O. Box 2238, 
Salisbury. 


BOEKRESENSIES 


and other Infections. 7. Tumors, Cysts and Fibrodysplasia. 8. Arthritis and 
Rheumatism. 9. Fractures and Dislocations. 10. The Spine and Pelvis. 11. 

Neck, Shoulder and Arm. 12. The Hand and Wrist. 13. The Hip, Leg and Knee. 
14. Amputations and Prostheses. 15. Surgical and Diagnostic Technics. 16. Instru- 


ments, Appliances and Bone Banks. Miscellaneous. 


The Year Book series of annual publications in 13 different branches 
of medicine and surgery is well known to the medical profession. 
This book consists solely of a short résumé of a large number of 
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articles published during the year under review. It deals with 242 
articles in the space of 368 pages. The number of articles is only a 
little more than the total number published in a year by the English 
and American editions of The Journal of Bone and Joint Surgery, 
but only 42 were actually taken from this journal, leaving a balance 
of 200 articles from other journals, the vast majority of which would 
not be seen by the usual subscribers to the J.B.J.S. They include 
articles from journals in languages other than English, apparently 
specially selected by the editor for their practical applications to 
diagnosis and treatment of orthopaedic conditions. 

On an average, the résumé given in this volume is about | /Sth to 
1/4 the length of the original article, but it nevertheless contains all 
the essential information, plus diagrams etc., which the reader may 
require in order to absorb the experiences of the original author 
and apply them to his own cases. This condensing process has 
been very ably done or supervised by Edward L. Compere, the 
editor. It has obviously taken considerable time and thought 
thus to sift the chaff from the grain and produce a whole volume 
which contains 5 times as much information per page as any journal 
and is still quite readable as a book. 

The above list of contents shows how the articles have been 
arranged into 15 convenient groups. 

In the introduction, the editor mentions a few general trends in 
orthopaedics, such as the trend away from acrylic or plastic 
prostheses in hip-joint surgery, towards the more durable vitallium 
appliances. He further notes that in his opinion there have been 
no really outstanding new developments or discoveries in ortho- 
paedics during the year, with the possible exception of the Salk 
vaccine for poliomyelitis, which, however, he thinks will still take 
a considerable time to prove. 


CORRESPONDENCE 


A CONSULTANTS’ REGISTER 


To the Editor: \t seems that, arising probably out of a sense of 
frustration and dissatisfaction with the trend of modern medical 
practice, the panacea of a ‘Consultants’ Register’ is being sought to 
rectify matters. Indeed, in some quarters it seems as if an attempt 
is being made to prejudge the issue and force the hand of the 
Medical and Dental Council—vide front-page heavily headlined 
‘news’ in the ‘Star’, Johannesburg, 12 September, 1955. 

One wonders whether most of the people who voted for a 
‘Consultants’ Register’ in the plebiscite last year, have considered 
the implications of such a thing. In the first place, how does a 
doctor normally become a consultant? He becomes one solely by 
the recognition of his colleagues, who know him, know his previous 
attainments, or subsequently get to know of him and are willing 
and eager to send their cases to him and consult with him. He 
therefore limits his practice to a consultant practice and this is a 
purely voluntary arrangement. He is not precluded from seeing 
the occasional case without a general practitioner’s reference. 

If a voluntary register of consultants, without any form of 
advertisement and without compulsory restrictions, is intended, 
there can be no objection to it. A compulsory limitation of anyone’s 
Practice in this respect, however, will be unworkable. It will place 
all consultants—and, I presume, there will be no more ‘specialists’ 
—in the pockets of the general practitioners, especially the young 
ones, with reputations still to build up. It will encourage the 
disgusting practice of dichotomy, in the same way that Prohibition 
in America, which was not wanted by a large section of the people, 
led to an orgy of evading the Law. 

We have, in this connection, to take the public point of view into 
consideration. In my experience it is certain that a large proportion 
of the public, these days, want to reserve to themselves the right to 
80 direct to a specialist. Also one finds that many G.Ps. become 
annoyed when their patients want a second opinion. I very much 
doubt whether Parliament will ever pass legislation which is 
Testrictive in this sense. 

In the United Kingdom there has from the distant past been a 
of consultants. These were all on the honorary staffs of large 
itals and so were well known to their immediate colleagues 
acquired ever-widening connections. It was therefore im- 

Possible for a man to become a consultant without having under- 
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My only regret is that this Year Book could not be about 3 times 
its present size and include a résumé of every article written on any 
orthopaedic subject in any language; then one would be quite 
sure that nothing new has been missed—an ideal that is otherwise 
almost impossible for one reader to attain. Hj.R. 


SEXUAL ADJUSTMENT IN MARRIAGE 


Sexual Adjustment in Marriage. By Henry Olsen, M.D. Pp. 
310 + xxxiv. 21s. London: George Allen & Unwin Ltd. 1954. 


Contents: 1. The Human Organism. 2. The Sex Organs. 3. Hormones and the 
Sexual Functions. 4. Sexual Need or Sex Urge. 5. Living Together. 6. Hygiene 
of the Couple’s Sex Life. 7. Disturbances in a Couple’s Sex Life. 
9. Sex Life of the Unmarried. 10. Fertilization, Pregnancy, Childbirth. 11. In- 
terruption of Pregnancy. 12. Regulation of Fertilization. 13. Masterbation. 
14. Sexual Abnormalities. 15. Diseases of Sex Life. 16. Sexual Education. 


8. Marriage. 


Hierdie boek is een wat die medikus kan aanbeveel by jong ge- 
troude paartjies. Hierin sal hulle moontlik die oplossing, of liewer 
die verklaring, van baie van hul huweliksprobleme vind. Die 
boek is in ’n mooi, en helder taal geskryf en die leek sal dit hoogs 
interessant en maklik vind om te lees. 

Byna al die belangrike, en ook die minder belangrike, aspekte 
van die geslagsverhouding tussen man en vrou word behandel 
en simpatiek en op eenvoudige wyse bespreek. Hier en daar kan 
die medikus egter nie help om te glimlag nie b.v. soos waar hy van 
’n ,penis captivus’ lees. In die algemeen egter is daar nie foute te 
vind met die feitemateriaal nie en kan ook die arts baat vind by 
die lees van die boek al is dit dan net om te sien op welke manier 
hy hierdie sake helder aan sy pasiénte kan verduidelik. 


D.A.H. du T. 


KORRESPONDENSIE 


gone the requisite training. A ‘register’ was therefore unnecessary. 
Undoubtedly so-called ‘Harley Street specialists’ also existed 
without the necessary background, but also without the implied 
advertisement of a compulsory register, or of name-plates at their 
door stating their speciality. Today, under the British National 
Health Service, there is perforce a sifting of would-be specialists 
through a long series of appointments in the various hospitals, 
so that a register of specialists, with its compulsory requisites as 
laid down by our Medical Council, remains unnecessary. 

The important fact, which is often lost sight of, is that in South 
Africa there are as yet no adequate facilities for the training of all 
the specialists that the country has room for. This situation was 
more acute in the past, so that the South African Medical Council 
was forced to insist on scrutinizing the training that all would-be 
specialists had had abroad. They therefore established a ‘List’ of 
specialists but, although asked to do so by the Medical Association, 
they did not see their way clear to establishing a ‘List’ or ‘Register’ 
of consultants. The latter would, in my opinion, have been blatantly 
absurd and more illegal than the former has proved to be. 

Even when the full facilities for such training exist here, I am 
afraid the South African complex of having undue regard for 
overseas products will necessitate a close scrutiny of specialists or 
consultants. 

Taking all things into consideration, therefore, I submit that a 
restrictive register of consultants in South Africa is, at the present 
time, impracticable. It might even be better to go back to the 
pre-1936 era, when there was no ‘Register of Specialists’, and pro- 
hibit anyone from in any way advertising his speciality to the public. 
The question of higher fees charged by specialists for services which 
can be rendered by G.P.s could then be left to the discretion of the 
Medical Council. Admittedly this would leave matters in a some- 
what chaotic condition at first. 

No, Sir, I cannot see how the many undesirable features of 
over-specialization can be removed by a stroke of the pen. Least 
of all can I imagine that the Medical Council will give heed to a 
somewhat problematical interpretation of the result of the plebiscite 
and introduce a restrictive register, which would be unworkable. 
How can anybody on earth determine that a particular man will 
be acceptable to his colleagues as a consultant? A man may be 
most able in his speciality, but be following his own new ideas in 
treatment, which time may show to be the best, but which do not 
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at the present time find favour with his colleagues; yet his liveli- 
hood would depend on the whims and favours of the G.P.s. There 
may be wailing and gnashing of teeth in some quarters, but I feel 
sure that the Medical Council will not acceed to the alleged ‘wishes 
of the majority’ of the profession and establish such an absurdity 
as a restrictive register of consultants. 

R. Theron 


27 S.A. Mutual Building 
Bloemfontein 
15 September 1955 


THE JOHANNESBURG SCHOOL FOR CEREBRAL PALSY (SPASTICS) 


To the Editor: We feel it important to bring to the notice of your 
readers the facilities available at the Forest Town School for 
Cerebral Palsy (Spastics), Johannesburg. This cerebral-palsy centre 
handles cases as follows: 

1. Daily attendance of cerebral palsied children who are able 
to benefit from treatment and schooling. 

2. An outpatient clinic is maintained for those cerebral palsied 
cases unable to attend the school daily. e.g.: 

(a) Infants. 

(b) Children living at too great a distance from Johannesburg 
or children transferred to normal schools who are still 
under observation. 

(c) Mentally deficient cerebral palsied cases who may improve 
physically with treatment. 

(d) Adults requiring special assistance. 

The philosophy today of habilitating the cerebral palsied is that 
of handling the ‘whole child’. Referral of the educable cases for 
treatment alone has been found to be inadequate, both overseas 
and here. Thus at the Forest Town School, the fully qualified staff 
integrate physiotherapy, occupational therapy, speech therapy, 
special education (from the therapeutic nursery-school level up to 
ordinary schooling), and psychology. The therapists are all pro- 
perly registered medical auxiliaries and, at present, an honorary 
panel of consultants advise on diagnosis and control the work at 
the School. 

In South Africa, therefore, medical practitioners have available 
to them facilities for more adequate habilitation of their cerebral- 
palsy cases than just isolated treatment. 

We extend a cordial invitation to the medical profession to see 
what is being done at the Forest Town School. It is situated near 
the Johannesburg Zoo and is easily accessible. (Secretary’s tele- 
phone 41-2666). 

In addition we wish to point out that, since the Forest Town 
School started in 1948, other cerebral palsy schools have been 
established—in Pretoria in 1950 and in Cape Town in 1954. These 
are the only recognized cerebral-palsy schools and treatment 
centres in South Africa. 

May we take this opportunity of thanking all those doctors who 
—_ encouraged us in our work, and assisted us with our diffi- 
culties. 

F. M. Tragott Vorwerg 
Principal 
Sophie Levitt 
Head Physiotherapist 
Forest Town School 
Rannoch Road 
Forest Town 
Johannesburg 
16 September 1955 


INGROWING TOE-NAIL 


To the Editor: 1 have the greatest admiration for orthopaedic 
surgeons. They are handsome, clever and affluent. But I think 


they should be forcibly restrained from treating cases of ingrowing 
toe-nail. Toes are ugly enough, but by the time the orthopaedic 
surgeon has used his favourite variety of mutilation on one with an 
ingrowing nail the patient may say good-bye to bathing in public. 
The following procedure will cure every case, infected or otherwise, 
complicated or uncomplicated, without fail, without hospitalization 
If, after trying the method, any 


and without absence from work. 
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member of the Association of Orthopaedic Surgeons can show mea 
genuine failure I am prepared to buy every one of them a new hat. 

Assume that the case is complicated by infection. Gently push 
the lateral skin-fold from the nail with a wisp of cotton-wool at the 
end of a flat probe. Pack the space with a little of this wool dipped 
in Bipp using just enough pressure not to hurt the patient. Simi- 
larly pack some thin wisps of wool under the growing edge of the 
nail. If the nail has been cut too short to allow the latter leave this 
part over until there is enough to allow it. Now cover the whole toe 
with elastoplast like the finger of a glove. Elastoplast makes the 
skin underneath sodden and here this is what is needed. The case 
can usually be cured without benefit of antibiotics but they may 
help to shorten treatment and may be used. 

The patient returns in 2 or 3 days. The elastoplast is removed 
and a very smelly state of affairs is usually revealed. The toe is now 
cleaned with spirit. Because of the softening under the elastoplast 
it is possible to repeat the packing and to push the cotton-wool 
further at the side of the nail and also under the growing edge near 
the corner which is causing all the trouble. 

The process is repeated a few times until the whole of the 
offending corner of nail is lifted up easily to ride over the skin edge, 
There is no cutting of nail until the condition is cleaned up and the 
nail is growing freely over the side and end of the epinychium. 
As pain and discomfort disappear completely and the patient allows 
free handling one can pack comparatively huge quantities of wool 
(a little wisp at a time) under the nail. The necessity for close 
elastoplast cover becomes less after 2 or 3 weeks and then with 
spirit soaks and an elastoplast cover which does not seal off the 
toe from air the nail and skin harden. At the end of 6 weeks the 
patient is left with a normal toe which he can display proudly on 
any beach. True, this has taken 6 weeks. But it has meant perhaps 
12 visits to his doctor, freedom from pain. no need to wear slippers 
and no need to stay away from work or school. Even the most 
nervous patient will submit to treatment if it is not pushed too 
rapidly at the first one or two sittings. Sepsis usually clears rapidly 
as soon as the cause is removed. 

There is of course nothing original about this cotton-wool 
method. Every text-book talks of it as a conservative way of treat- 
ment. It is the use of elastoplast to soften the tissues and to allow 
progressive and continued pushing away of the nail from the skin 
which makes this effective. Operation is never indicated. 

George Sacks 
National Mutual Building 
Church Square 
Cape Town 
28 September 1955. 


NON-PUERPERAL LACTATION 


To the Editor: We came across a case the other day which we 
thought might be of interest to other practitioners. 

Some 3 months ago a Native woman aged about 55 years came 
to the clinic with a 2-months-old baby. She stated that her daughter- 
in-law who was the mother of the child had run away and she 
wanted advice on the feeding question. This was given and she 
duly went home. ‘ 

A few days ago this woman once more returned to the clinic, 
where it was noticed that she was breast-feeding this same infant. 
Much astonished, we made enquiries into the position, and she 
replied that the child had become so ill on bottle feeds that she 
decided she would breast-feed the child herself. 

For the first month she only secreted a watery substance, and 
then she commenced to lactate. The child thereafter sucked well 
and was obviously a thriving infant. b 

On further enquiry we found that this woman’s youngest child 
was about 10 years of age and that she had had no other children 
in the interim, which meant that she had quite obviously not 
suckled any child for at least 8 years. 

We should just like to add that the woman herself could see 
nothing strange about the entire incident and was of the obvious 
opinion that she had started to lactate in order to save the life of a 
starving infant. 

Margaret Barlow 
B. M. A. Buchan 
Box | 
Lusikisiki 
20 September 1955. 
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